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FOREWORD 


The School Health Guide is prepared to assist local school systems in developing and improving existing 
school health programs. 


The recommended health philosophy, principles, and procedures are those developed and suggested by 
authorities in the fields of public health and education. Local school personnel are encouraged to formulate 
their own written policy statements, adapting the recommendations contained in the guide. Thus, each school 
system will address unique local needs, problems, and resources, and all school personnel will be helped to 
know and understand their responsibilities in promoting and preserving the health of the children in their 
community. 


Part VI, Health Instruction, contains principles for developing health curricula and describes current curricular 
requirements and licensing for health teachers. Specific health education guidelines are available from the 
Minnesota Department of Education. 


This Guide was prepared by the Interagency Committee on School Health of the Minnesota Department of 
Health and the Minnesota Department of Education. Inputs into the Interagency Committee were provided by 
representatives of the Minnesota OHA RNS Minnesota Medical Association, Minnesota Nurses’ 
Association, School Nurses Organization of Mi Ls Gt MRS} S bid BRIGEN-OEMttoYACBeaDsEhool districts. The 
committee wishes to thank all those who contributed to this revision through their suggestions and comments. 
Suggestions for preparing future editions of the guide are welcomed from all who use this guide. 
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PART | 
THE SCHOOL HEALTH PROGRAM 


Good health is basic to sound education and productive living. 


All children have in common the fact that they are actively in the process of growth and development. The ul- 
timate objective at this stage in their lives is to establish and maintain healthy growth toward the development 
of a well-balanced person capable both of self-sufficiency and of inter-dependent relationships. 


PURPOSE 


The purpose of the school health program is to maintain, improve and promote the health of the school-age 
child. Inherent in the concept of health promotion of the school-age child is the recognition of health and 
developmental needs of the preschool-age child several years before entry into kindergarten and the es- 
tablishment of a firm liaison between the health and educational professions in providing all children with 
needed resources. 


To accomplish this purpose, school personnel join the parents and other community personnel in a team ef- 
fort toward helping pupils develop competence to cope with the complexities of life. 


ORGANIZATION 


A school health program with the above purposes encompasses a wide variety of interrelated activities and 
lends itself to numerous forms of organization. This program as an integral part of the total school program 
motivates positive decision-making by individuals and groups through health services, health education, and 
a healthful environment. 


Leadership is initially vested in the school superintendent by the school board. Patterns of organization will 
% vary according to the needs of children and the enrollment in the school district, administrative philosophy, 
policies and practices, legal considerations, community resources, and available leadership. It is of fun- 
damental importance that there will be coordination of services by the entire school staff and cooperative 

planning with home and community. 


The small school which may lack some health specialists, and has limited community resources and facilities, 
can still develop a basic program adapted to its needs and problems. Large systems should be able to 
provide a more comprehensive program utilizing a wide range of professional personnel and resources, thus 
maximizing the implementation of recommended policies and procedures. 


All schools should have written policies delineating the responsibility of each member of the school health 
team. The health policies together with job descriptions result in mutual understanding and cooperation 
among the members of the school health team. 


A health council can be particularly useful in developing and recommending policies and procedures for local 
programs. A staff member designated as health coordinator can provide the working leadership essential to a 
smoothly functioning school health program. 


PRINCIPLES 
The following basic principles should be considered in the development of school health programs: 


— Every school district has an obligation to promote and protect the health of children and youth. 
— The school is an integral part of the larger total community. 


— Coordinated total community health programming is essential to assure that the health needs and in- 
terests of children will be met. 


— Every child has a right to a level of health which allows maximum utilization of educational opportunities. 


— Parents have the primary responsibility for their children’s health. School personnel assist parents in 


carrying out this responsibility andnanelping them utilize community resources effectively. 
ATE UNIVERSITY-CUR 
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PART Il 


HEALTH RESPONSIBILITIES OF 
SCHOOL PERSONNEL 


School systems in Minnesota differ in their facilities for conducting a school health program. Every type of 
school is represented, from the large system with the services of many specialized personnel to the small 
school which depends upon district or regional agencies for its services. 


The responsibilities of various personnel that are outlined in the following pages have been stated as com- 
pletely as possible, to indicate what should be included in an ideal school health program. 


THE SCHOOL BOARD 


Ultimate responsibility for the school health program is that of the board of education, the elected represen- 
tatives of the people of the school district. In practice the school board usually delegates this responsibility to 
its superintendent or chief school administrator. The superintendent or principal should delegate to the health 
coordinator the responsibility of organizing and implementing a comprehensive school health program in- 
volving the school and other community agencies. 


The board of education must provide the funds for the maintenance of the school health program. It is the 
school board which authorizes the employment of necessary school health personnel. 


The board also has the responsibility to authorize or adopt policies relating to the conduct of the school health 
program, and to formalize relationships with other agencies regarding referral procedures such as contagious 
diseases, child abuse, and chemical dependency problems. 


The board of education has major responsibility for the provision and maintenance of school building facilities 
and equipment that are conducive to safe and sanitary housing of both students and staff. 


The board is responsible for the provision of an adequate water supply and a proper sewage disposal system 
for the school. It authorizes the erection of new school buildings and the necessary additions and alterations 
to existing buildings. 


As established by statute, plans covering new construction and alterations shall be submitted to the state 
departments of education and health, and approval of such plans must be secured from these departments 
before construction can proceed. 


THE SCHOOL SUPERINTENDENT OR ADMINISTRATOR 


The school board delegates responsibility to the administrator. The administrator is responsible for the 
development and administration of the total school health program. The administrator can delegate this 
responsibility, providing the following essential components: 


1. Developing a written policy on school health which includes philosophy, purpose, and objectives 
of the school health program, and relationship among the instructional program, health services, 
school environment, and the community health program. 


2. Developing a school plan for implementation of the policy. 


3. Providing or selecting staff who are properly licensed to implement the policy, including the 
coordination of the total school health program, the health education program, school health ser- 
vices, and school environment. 


4. Providing in-service education for all staff, including nonlicensed staff, relative to health educa- 
tion, health services, special health needs of students, responsibilities regarding child abuse, 
and a healthful school environment. 


Developing and implementing a comprehensive school health education program. 
Developing and implementing a comprehensive school health service program. 
Coordinating health education and health services with the child nutrition program. 


OF Sa eee 


Developing plans for handling emergency care of persons with accidental injuries or sudden il- 
Iness, the control of communicable diseases as approved by the medical profession and health 
authorities, referral procedures for students who require medical assistance, and reporting 
procedures for child abuse and neglect. . 7 : 
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9. Developing a plan of health guidance for students. 


10. Establishing procedures for maintenance and utilization of health records and coordinating this 
record keeping with other student records. 


11. Providing health service facilities to carry out provisions for screening, care of the ill student, and 
emergency care. 


12. Providing a healthful school plant consisting of correctly constructed buildings, properly planned 
and equipped playgrounds, adequate sanitary toilet and handwashing facilities, and hygienic 
maintenance of the school plant and site. The water supply should come from a source adjudgd 
by public health authorities to be safe. The sewage disposal facilities should meet accepted 
public health standards. 


13. Providing a nutritious meal when served at the school for the purposes of an adequate diet and 
to demonstrate the importance of nutritious meals. 


14. Providing for the identification of physical and emotional problems of the staff, and assure that 
treatment is obtained. 


15. Appropriate an adequate budget to implement the total school health program. 


SCHOOL HEALTH DIRECTOR (Coordinator) 


Minnesota school regulations state that “a member of each school faculty (district), with approved prepara- 
tion, shall be designated as school health director who, under the administrative officer of the school, shall 
organize and coordinate the school health program.” The school administrator delegates responsibility for the 
total school health program to the health director or coordinator. However, the school administrator may 
delegate the responsibility of coordinating the health education program to the licensed health educator and 
the health service program to the licensed school nurse. The coordinator, in turn, works with others to develop 
policies, plan and conduct programs, evaluate results, and relate the school health program to the activities of 
other agencies concerned with health. The coordinator is responsible to the school administrator, keeps the 
administrator informed and gains administrative approval of all projects and school health policies. (EDU 140) 


SCHOOL HEALTH EDUCATOR 


The teacher assigned to teaching direct health education, grades 7-12, is a licensed health education teacher. 
This staff member must possess a teacher license with preparation in school and public health. 


The school health educator, in cooperation with the health coordinator, should provide the leadership in the 
development and implementation of the comprehensive health education program, K-12, and can provide 
assistance to the director of the media units relative to the selection and purchase of appropriate instructional 
materials. The health educator should also assist teachers in the integration of health topics with other 
subjects. 


Finally, the health educator should be active in the promotion of an effective community health service and 
health education program. 


CLASSROOM TEACHER 


One of the key persons in the school health program is the classroom teacher. The teacher determines the 
success or failure of the entire school health program. Unless the teacher is interested and understands and 
accepts these responsibilities, the program cannot succeed. 


The teacher’s health is important to the entire school program in at least two ways. Sound physical, mental, 
social and emotional health in the teachers will help them work efficiently and effectively and to live a happy, 
normal life. The health habits of the teachers set an example for the pupils who are directly under their super- 
vision. It is easier for the teacher to encourage good health practices and attitudes when a good example is 
set. 
Each teacher must by law show evidence of freedom from tuberculosis annually. (Section 123.69) 
The teacher should assume responsibility Otte SONS WIAYIVERSITY-CURRICULUM LABOKesu., 

1. Observing pupils daily to note any deviation from normal appearance and behavior. 

2. Using observation, screening tests and similar experiences in the school health program as a 
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3. Maintaining conditions conducive to health and safety in their classroom, or in other areas where 
they work. 


4. Referring all pupils with suspected health problems to the nurse for follow-through, and en- 
couraging parents to see that every child gets the needed care. 


5. Using all “teachable situations,” such as the hearing and vision screening program, in addition to 
specific periods for health instruction, to promote good health attitudes, understanding and 
practices. 


6. Using the information on the health record card to aid in better understanding of the individual 
pupil and in adapting instruction to the student's needs. 


PHYSICAL EDUCATION PERSONNEL 


All suggestions given for the classroom teacher apply to physical education personnel in charge of teaching 
classes, conducting intramural activities, or Coaching interscholastic sports. However, because of the 
professional preparation and unique opportunity that physical education personnel have to work with all boys 
and girls in a varied activity program, they will have many requests for, and opportunities to offer, health coun- 
seling and guidance. 


Physical education personnel should give particular attention to the following health activities in their 
program: 


1. Follow the program of periodic health examinations for all boys and girls to provide baseline in- 
formation and safeguard their participation in activities. 


2. Adapt activities to individual differences as required by law (M.S. 126.02), working in close 
cooperation with the family physician and school personnel. 


3. Follow policies for excuses from physical education for health reasons cooperatively agreed 
upon by school personnel and local physicians. 


4. Require a physician’s statement after severe illness or injury indicating that the pupil is physically 
fit to participate. 


5. Provide proper health and safety conditions for locker and shower rooms, as well as for all other 
activity areas such as gymnasiums, athletic fields, playgrounds, and swimming pools. 


Be well informed in emergency care procedures. 
Insure that appropriate medical care is available when emergencies occur during athletic events. 
Encourage students to participate in an intramural or recreation program. 


2 Pe 2 


Use physical activities to further the understanding of body structure in relation to posture in ef- 
ficient movement. 


THE SCHOOL SOCIAL WORKER 


The school social worker is a professional social worker who provides one of the student support services to 
help the general instructional system fulfill its goals. School social work service is available to assist students, 
teachers and parents in the prevention or alleviation of social-emotional problems that interfere with learning. 
Counselors, psychologists, social workers and health personnel representing these services function in teams 
with teachers and administrators to develop a school environment that supports the learning experience of 
each student. The social worker may be the liaison between the school and home as well as with other school 
and community services, programs and agencies where social emotional problems exist. 


THE SCHOOL COUNSELOR 


Present day psychological knowledge tells us that mind and body are indivisible—that each may have a 
profound effect upon the other. Thus an unhealthy emotional state may eventually lead to physical health 
problems (and certain health problems may conversely lead to emotional troubles). It is not unusual that a stu- 
dent who is experiencing difficulties at home may appear anxious, tense, irritable or depressed. When these 
are combined with a general apathy toward school, the student’s general physical health can suffer. It is im- 
portant for the school nurse and the student’s teachers to be aware of these problems. 
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Usually, the early signs of emotional problems show up in the classroom or on the attendance roll. The school 
counselor is in a unique position to talk with the student, to find out in the accepting and open atmosphere of 
the counseling office what kinds of things are upsetting the student. The school counselor, school nurse, psy- 
chologist, social worker, and teacher are trained to recognize the problems typical of students. Therefore it 
seems wise that the counselor should work closely with the school nurse in identification and remediation of 
emotional problems where evident; or, more preferably, in prevention when at all possible. Further, the coun- 
selor serves in the student’s interests as a referral source, well acquainted with and knowledgeable of com- 
munity resources and agencies. 


THE SPEECH CLINICIAN 


The speech clinician in the schools assesses and plans remediation for children and youth who are com- 
municatively handicapped. Services are given to children with the following types of communication 
problems: language delay or disorder, stuttering, chronic voice disorders, hearing impairment and moderate 
to severe articulation disorders. The clinician also works with those whose language, speech and hearing dis- 
orders are associated with cleft palate, cerebral palsey, mental retardation, emotional disturbances, autistic 
behavior and learning disabilities. 


To best meet the needs of children, some speech clinicians are assigned in special classes or resource 
rooms. While some are assigned to a single building, many work as itinerant staff. 


The speech clinician is an important school team member. He/she works cooperatively with the classroom 
teacher in planning and implementing remediation. He/she counsels parents to help them understand and 
assist in changing their childrens’ language, speech and hearing problems. The speech pathologist works 
with administrators in planning programs and providing in-service education for teachers. He/she also teams 
with other school and health specialists to provide comprehensive language, speech and hearing assess- 
ments for children with special problems. 


SCHOOL FOOD SERVICE PERSONNEL 


Within a local school system the school food service program is generally administered by a school food ser- 
vice director who directs the program according to the local board of education’s policies and regulations. 
The school food service director, with the assistance of school food service personnel and in cooperation with 
school administration, plans, prepares and serves food to meet at least one third of the daily nutritional needs 
of students. The objectives of the school food service director are to: 


@ provide the best possible meals at a minimum cost; 

@ produce optimum quality meals through effective management of personnel, equipment and facilities; 

@ assist in the development of sound food habits by teaching students to accept a wide variety of foods; 

@ serve meals which will meet students’ nutritional needs for physical and mental development; 

@ to serve as a resource consultant on nutrition education and food service in the school district; 

@ to work together as a team with school nurses, teachers, and principals to assist in fulfilling the school 
curriculum’s nutrition and health objectives. 


In order to achieve these aforementioned objectives the food service director must be knowledgeable in in- 
stitutional food service management and nutrition. He/She should be skilled in quantity food purchasing, in- 
ventory practices, menu planning, record keeping, quantity food preparation methods, serving practices, use 
and care of food service equipment, and the management and supervision of food service personnel. In addi- 
tion, he/she should have an understanding of sanitation and nutrition principles so that the food served is safe 
as well as nutritious. 


THE SCHOOL CUSTODIAN 


Custodial management in a modern school plant, with its complex equipment, has become an increasingly 
important factor in the health, safety, comfort, and performance of the pupils and teachers. Physical environ- 
ment is recognized as having tremendous influence on the attitudes, interests, ideals, behavior patterns, 
safety, and health of pupils and school personnel. The imperativeness of high-quality personnel and careful 
planning which involves the entire school ‘staff ‘and the-custgdian is obvious. In addition to the knowledge 
necessary for the proper maintenance and operation of the building dnd’ its equipment,.the custodian should 
have a good understanding of the principles of sanitation, have a good sense of the health and safety needs of 
the school-age child, and know the importance of these efforts in the orderly operation of the total school 
program. 


e 
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The school custodian promotes the health, comfort, and safety of pupils by: 
— Operating the heating equipment effectively and maintaining a comfortable temperature in all rooms. 


— Mopping locker and shower room floors at the close of each day’s use. 


— Providing adequate ventilation for the comfort of all and for removal of odors. This is particularly impor- 
tant in the art rooms, kitchen, dining room, locker-shower rooms, rest rooms and shops. 


— Keeping floors clean and nonslippery and blinds, shades, and furniture free of dust. 


— Cleaning walls, blackboards, ceilings, windows, and cleaning artificial lighting fixtures to provide the 
best possible illumination. 


— Providing tepid water or hot water not to exceed 120 degrees Fahrenheit at the lavatories, and liquid or 
powdered soap and paper towels. 


— Keeping rest-rooms clean and flushing devices of urinals and toilets in operating condition. 
— Operating the swimming pool in accordance with accepted public health standards. 


— Keeping all storage areas neat and clean and free of cumbustible materials. 


— Checking all panic bars, exits, and fire escapes at regular intervals and maintaining them in proper 
operating condition. 


— Systematically checking all playground equipment and keeping it in good repair. 


— Removing broken glass and other hazards from the playground. 


— Keeping steps and walks free of ice and snow. 


— Making sure safety devices on boilers, pressure vessels, and other operating equipment are always in 
good condition. 


— Periodically checking fire alarm systems and fire-fighting equipment. 


— Assisting in the supervision of monthly fire drills. 


THE SCHOOL BUS DRIVER 


The school bus driver plays an important role in the school health and safety program. In many instances, the 
driver’s role in protecting the safety of the students has been emphasized so much that the health services 
role has been ignored. The school bus driver/s should: 


V 


Know what health services are available through the school district and be familiar with referral 
procedures. 


2. Know and carry out these health practices that are taught in the classroom. 


Be aware of any special health problems of the students transported. (This is especially impor- 
tant for drivers transporting exceptional children.) 


4. Observe the pupil passengers and report to the proper person those who show signs of illness. 


5. Know the principles and practices of first aid techniques. 


Set a good example in personal cleanliness, appearance and health habits. (i.e., no smoking on 
bus.) 


7. Keep bus clean and well ventilated. 


8. Provide the greatest possible degree of safety for pupil passengers by: 


@ Conducting daily pre-trip safety inspection of bus; 
® Observing all traffic laws and regulations; 
@® Conducting emergency evacuation drills in accordance with school district policy. 


9. Maintain reasonable discipline on bus for the safety of all students. 


. Have available in the vehicle a typewritten card indicating the student’s name and address; the 


nature of the student’s handicaps; emergency health care information; and the names and 
telephone numbers of the student’s physician, parents, guardians and/or custodians and of 
some person other than the student's parents or custodians who can be contacted in case of an 
emergency. (EDU 242) 
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11. Be instructed in the proper emergency health care procedures for the students under their care. 
In addition, within one month after the effective date of assignment, participate in a program of 
in-service training on the proper methods for dealing with the specific needs and problems of 
those students. (EDU 242) 


THE LICENSED (CERTIFICATED) PUBLIC HEALTH SCHOOL NURSE 


School nursing is a highly specialized profession contributing to the educational process. Besides being licen- 
sed as a registered professional nurse in the state where employed, a fully qualified school nurse holds a 
minimum of baccalaureate level preparation with specific preparation in school nursing, health and educa- 
tion. The school nurse in the school setting functions as a health specialist, directing the school health service 
program and maintaining liaison between the school, the home and the medical community. 


The school nurse works as a member of a health team which includes school personnel, the child, the family 
and community resources. This team aims to attain and maintain a high level of physical, mental, emotional 
and social well-being which enables a child to work at maximum capacity and to grow into a healthy, happy 
and productive adult. In taking leadership in this goal, the school nurse appraises the health status of pupils 
and other personnel; counsels students, parents and others concerning the appraisal findings; encourages 
proper resources for correction of remedial defects; assists in the identification and adjustment of the 
educational program of children with special needs; helps prevent and control disease; helps to provide the 
school-age child with a knowledge of body functions and the effects of outside influences on them; provides 
emergency service for injury and sudden illness; and assists children and families with adjustment to chronic 
health problems. 


RESPONSIBILITIES OF THE SCHOOL NURSE IN THE SCHOOL HEALTH PROGRAM 


The licensed (certificated) public health school nurse functions as a member of the school staff under the ad- 
ministrative direction of the school or school district to which she/he is assigned or employed. The school ad- 
ministrator has the responsibility for the development, interpretation and maintenance of the school health 
program as an integral part of the total school program. The nurse provides the leadership role in planning the 
scope of the school health service program, in cooperation with administrative staff, school personnel and 
representatives of the health disciplines interdependently and in community agencies. The school nurse 
assists in providing interrelated health and educational services to support and motivate the learning process. 
This is accomplished through broad functions designed to promote, protect and improve the health of 
children and youth. Continuous evaluation of the school health program in terms of accepted standards and 
changing needs, as well as the professional skills of the school nurse, are essential. The school nurse has a 
dual professional role as a member of the educational profession and of the nursing profession. Licensed 
public health nurses have the educational preparation to qualify them for the following roles. 


iE School Nurses are health planners. They 


1. Participate in the development and revision of objectives and in the formulation of standards, 
policies and procedures: 


a. for the emergency care of illness and injury occurring while pupils are under the jurisdiction 
of the school; 

b. for referral to the school nurse of health concerns related to absenteeism by working with at- 
tendance personnel and other school staff members; 

c. to insure cooperation with local health officials and state public health departments in all 
matters pertaining to the community health; 

d. for control of and education concerning communicable disease. 

2. Assist in planning school facilities and programs conducive to optimum physical, social and 
emotional health, as well as safety of pupils and staff. 


3. Project current health needs and concerns of school children and youth to parents, school per- 
sonnel and to the community, acting as a change facilitator. The school nurse involves the com- 
munity in planning for school and adult health service programs. 


WINONA ’ * : - 
4. Plan all appraisal activities as learning dkpettences contributing to health education of children 


and youth, parents and school personnel. RICULUM LAB Oncor wy 


5. Assist in joint planning to meet health needs of exceptional children within special education and 
regular school programs. 
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6. Recommend facilities, equipment and materials necessary to carry out activities of school health °o 
service programs. 


I. School Nurses are health counselors. They 


1. Provide health counseling and guidance to children and youth to promote optimum growth and 
development; 

2. Assist parents in identifying and utilizing appropriate private and community health resources for 
professional care and remediation; 


3. Counsel with parents, pupils and school staff regarding health aspects of attendance problems; 
4. Deliberate with members of the school staff regarding personal health problems; 


5. Help parents, school personnel and pupils to understand and adjust to physical, mental and 
social limitations; 


6. Explore with families and pupils knowledge and values affecting their health and assist them to 
change behaviors which may be detrimental to themselves and others; 


7. Use the group process to guide individuals toward acceptable personal decision-making in 
resolving health needs; 


8. Counsel with pupils to develop self-reliance in dealing with personal health problems; 


9. Provide information to those students involved in vocational decision-making related to a course 
of study on health careers at the secondary level. 


Wl. School Nurses are health educators. They 


1. Contribute to the development of a sequential K-12 curriculum for the health instruction program 
incorporating new scientific knowledge and technology in the curriculum and in the selection of 
resource materials to be used in the classroom. 


2. Serve as a resource in subjects of social concern: drug use and abuse; sex education, parent 
and family education; venereal disease and mental health; supplementing home and teaching in- & 
struction and leading discussions in the sensitive topical areas. 


3. Promote health education by encouraging teachers to present topics of interest and con- 
cern—such as nutrition, consumer education, environmental health, dental maintenance—and 
providing stimulating and up-to-date materials for teacher use. 


4. Assume responsibility for in-service education programs for all school personnel which include 
the following areas: 


a. the philosophy and objectives of the school health service program and the shared respon- 
sibility for promotion, protection and improvement of pupil health; 

b. an interpretation of the school policies and procedures for handling emergency care of the 
sick and injured and instructions in first aid; 

c. objectives and procedure for screening programs; 

d. school personnel health. 


IV. School Nurses deliver health services. They 


1. Identify health problems of children and youth through health appraisals, health histories, health 
records and screening programs; 


2. Cooperate in the identification of perceptual and learning disabilities through the evaluation of 
developmental stages; 
3. Participate, when present, in first aid care of serious emergencies; 


4. Assume responsibility for follow-through with parents and school personnel regarding health 
problems and emergencies; 


5. Help establish channels of communication which facilitate referral and follow-through; 


6. Assist physicians with physical examinations, or other professional personnel with evaluations 
conducted in the school. 


V. School Nurses are health advocates. They @ 


1. Confer with personnel in community agencies to interpret children and youth’s health needs for 
which community planning is necessary; 
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. Assist the school administrator in coordination of the school health service program with the 


comprehensive community health program; 


Promote a cooperative working relationship within the school and between the school and com- 
munity which promotes the welfare of children and youth; 


4. Evaluate and act upon legislative programs which deal with child health; 


5. Confer with school personnel and community agencies regarding potential problems of child 


abuse and assume responsibility for follow-up of reported cases. 


Vi. School Nurses are evaluators. They 


ip 


fa 


Evalute the total school health service program in terms of objectives and goal attainment and ef- 
fect redirectional changes; 

Develop, maintain and utilize records, reports and objective information in planning and 
reassessment of the activities of the school health program; 


Participate in periodic surveys to identify environmental health and safety hazards detrimental to 
pupils and staff; 


Conduct or participate in studies or research related to various aspects of the school health 
program; 

Appraise the school health service program in terms of meeting the health needs of children and 
youth; 


Participate in the development of school policies for periodic evaluation of the health of teachers 
and other school staff members; 


. Assist in the development of procedures to assess the health status of the pre-school and 


school-age population; 


8. Evaluate health education materials; 


9. Design and participate in research related to school health and health education; 


Support supervisory and self-directive analyses of personal effectiveness in affecting behavioral 
change toward increased levels of wellness within the assigned school community. 


HEALTH SERVICE AIDE 


The School Health Service Aide is a nonlicensed auxiliary health worker with special technical skills. This aide 
can free nursing and other professional school personnel from many valuable routine tasks, but at no time 
should he/she be expected to provide professional nursing service or substitute for a school nurse. (Refer to 
Nurse Practice Law for clarification.) 

To function effectively and appropriately, the health service aide and all school personnel must be provided 
clearly understood policies related to the following: 


iP 


Ode 
3. 
4. 


Supervision of health service aide by a school nurse or a county public health nurse (ratio—3 
aides: 1 professional nurse); 


Preservice education; 
Continuous in-service education; 
Written job description. 


Under professional nursing supervision, the health service aide may function in the following areas: 


if 
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First aid and emergency care with referral to professional nurses for follow-up; 

Health screening programs; 

Training of volunteers for certain screening procedures; 

Assistance in setting up these and immunization clinics; 

Routine recording; WINONA STATE UNIVEper 
VERST Y-CURRIC# HY, ‘ 

Clerical tasks related to pupil health records, reports, telephoning, ordéfing’ and-checking sup- 

plies and equipment in the health room. 
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VOLUNTEERS Q 


Volunteers may be used in a school health program. Use of volunteers for selected programs will free the 
teacher and a nurse for professional activities and is good administrative practice. Orientation and training 
are essential when volunteer workers are used. Careful selection of volunteers is necessary in that confiden- 
tiality of information is essential. A person not employed by the school district must agree in writing not to dis- 
close private or confidential data. 


Examples of programs in which volunteers may participate are: 
Vision Screening, Hearing Screening and Immunization Clinics. 


STUDENT 


The student's primary goal is to take increasing responsibility for his/her own health. 


If students are to gain maximum benefit from the school health program, they should participate in the design 
and evaluation of the total health program. New dimensions to school and community health will evolve, as 
students, through experiential learning, become increasingly aware of the art and science of health enhance- 
ment as well as disease reduction. As students become active participants in this process, they will develop 
habits of thinking as well as habits of behaving that will favor the maintenance of a state of health, rather than 
one in which the avoidance or care of a negative condition (disease) becomes a purpose in life. 


The health-educated citizen is one who possesses resources and abilities that will last throughout a 
lifetime—such as critical thinking, problem-solving, valuing, self-discipline, and self-direction—that lead to a 
sense of responsibility for community and world concerns. 


THE SCHOOL PHYSICIAN 


A school physician may be employed in the school health program in an advisory capacity to provide medical 

inputs to school health program planning. Although some areas of the country have traditionally employed 

school physicians, Minnesota has not. It is usually possible to obtain the contributed or purchased time of a 

community physician to provide the medical component of the school health program as outlined in Part Ill @ 
when an advisory school physician is desired. 


HEALTH COUNCILS/COMMITTEES 


It is recommended that a health council be organized in each school district. Its organization and membership 
will vary depending on the philosophy and objectives of the total school health program as well as on the com- 
munity’s interests and concerns. 


School health activities should be coordinated with the health activities of the community. The degree to which 
a council has a community orientation is in proportion to the degree of interest or input from community agen- 
cies and groups. An ideal health council should function as the coordinating agency for all health activities and 
should serve in an advisory capacity to the school health coordinator and the chairperson of the council. The 
school or community nurse can best serve the council in an advisory or resource capacity. 


This council is not a service agency, but rather a coordinating and planning body interested in community 
health. It can increase mutual understanding of school and community health problems, point up needs of 
both, and endeavor to develop solutions for these; and can do much to secure community support, un- 
derstanding, and action. Through a council the school can better coordinate its health program with total 
community efforts, and can learn of, and more effectively use, available community resources. The council will 
provide a place where school personnel can discuss their health problems and programs, thereby leading to 
greater understanding and support for school efforts. School people will learn of community problems, which 
will be of value in planning improved school health programs to meet the needs of students. 


Organization and Membership 


The makeup of the health council is important if it is to function efficiently. The council membership would 
vary from time to time, depending on the particular health problems needing solutions. A suggested organiza- 
tion may include (not necessarily listed in order of importance): 


Health coordinator 
Principal of high school and/or superintendents of schools 
Principal of elementary school 
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Heads of science, social studies, and homemaking departments 
Head custodian 

Public health nurse serving the school 

School counselor 

Special education director or designated staff member 
Representative of physical education department 
Representative of the local medical society 

Representative of the local dental society 

Representatives of PTSA and other civic organizations 
School lunch supervisor 

Representative from board of health or local health authority 
Representative from board of education 

Representative from student body 

Representatives of official and voluntary health agencies. 


It is essential that every health council have representatives of the local medical and dental societies as mem- 
bers. These persons can give valuable information and aid in health matters, while also serving as a con- 
necting link between the health council and the members of their professions in the community and the state. 


The health council may improve school health programs by functioning in the following ways: 


Coordination. Agencies represented on the council are concerned with improving the health of the pre-school 
and school-age child, and may provide services and programs directed toward this end. It is not intended that 
the health council usurp any of the programs or services already being provided; rather it should act as a 
clearing house for the represented agencies to avoid duplication or omission of essential health programs, 
and to discover the need for further programs and services to raise the health status of children. 


Cooperation. The health council may assist in making programs of member agencies more effective. For ex- 
ample, the PTSA has as one of its programs the pre-kindergarten roundup. The council may through its 
various members reinforce the efforts of the PTSA in promoting this very worthwhile project. 


Recommendation of Policy. Every school should establish workable policies, preferably in written form, to 
assure its pupils healthful school living conditions, appropriate health and safety instruction, services for 
health protection and improvement, physical education, and assurance that teachers and other school per- 
sonnel have up-to-date preparation so that they are well-qualified for their special health responsibilities. The 
health council is not a policy-making organization. Its function is to recommend policies to administration for 
consideration and adoption. Only after an administrative body has adopted a policy, or a set of policies, do 
they become official and ready for implementation. The council studies the local school and community to 
determine needs, problems, and available resources so that the policies recommended are relevant for that 
particular school and community. 


Sponsorship of Projects. Ordinarily the agencies represented on the health council, along with school person- 
nel, carry out various services and projects. However, when the council discovers the need for a service or 
program which cannot be provided by the school or a community agency, the council may on its own initiative 
take steps to satisfy this need. For instance, if the classroom teachers are found to be lacking in training in first 
aid, and resources in the school and community are not available to supply this training, the health council 
may take steps to bring in outside resources to provide the school personnel with this training. 


Community Education. The success of a school health program depends upon the understanding and active 
support of students, parents, civic groups, professional societies, and official and voluntary health agencies. 
The members of the health council, representing school and community groups, can do much to create this 
necessary understanding and support by periodically reporting to their parent organizations, interpreting the 
various parts of the school health program, and explaining how the health council is working to improve the 
health status of the children of the community. With a clear understanding of the school health program and 
its objectives, members of the community can more readily assume their vital role in improving the health 
status of children. 


The number of meetings a health council holds will vary, depending upon its activities and size. For a large 
council with active subcommittees meeting Héweencgarerghsessians, d 2 or four meetings a year may be 
sufficient. A small council addressing a specific problem may wish to Neorg frequently!‘or a steering 
committee may be organized to help plan programs and agendas for the regular meetings. 
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PART Ill 


COMMUNITY RESPONSIBILITIES FOR THE HEALTH 
OF THE CHILD 


The efforts of the school health personnel join with those of the parents and community to maintain the 
highest level of health for the child. Each of these groups should join in a cooperative, coordinated, 
community-wide solution to the health needs of all children, regardiess of whether they have reached school 
age. This requires planning so that the efforts of one group supplement and help to implement the efforts of 
all. 


The following descriptions briefly outline some of the community groups and their responsibilities to the 
health of the child. 


PARENTS 


Most parents realize the importance of the family role in the physical, mental, emotional and social develop- 
ment of the child. 


To facilitate this role, it is necessary that parents: 


@ Provide continuous health supervision, including immunization, of the child from birth through the 
school years by utilizing the services of their personal physician, dentist, other health professionals and 
resources available in the community. 


@ Participate as active members of their child’s health team. 
@ Provide a healthful home environment, both physical and emotional, in which good health habits and at- 
titudes are taught. & 
PHYSICIANS AND DENTISTS 


Since Minnesota schools do not have full-time physicians and dentists on the staff, community physicians and 
dentists provide two significant components of the school health program: 


@ Medical and dental care are carried out by each family’s personal physician and dentist. Parents should 
be encouraged to have their children examined regularly by their personal physician and dentist. Health 
problems detected by the school’s health services should be referred to the family’s personal physician 
or dentist for evaluation and treatment. 


@® Community physicians and dentists are also significant resources for advice on the planning, impiemen- 
tation, and evaluation of the school health program. 


Advisory school physicians and dentists should be well informed as to the policy of the local medical/dental 
society regarding school health programs, and should be official representatives of these societies. 


The following are some medical responsibilities of the advisory physician related to the health of school-age 
children: 


@ Give professional guidance to teachers, foodhandlers, bus drivers, athletic directors and coaches, and 
other school personnel. 


@ Give advice and consultation for setting policies for first-aid and emergency treatment of injuries and 
sudden illness occurring at school. 


@ Advise the school as to the need for medical supervision of immunization and tuberculin testing of 
pupils and school personnel. 


@ Advise and consult with administrative and teaching staff on matters of health education, and participate 
as a resource person in classroom instruction and curriculum development. 


@ Provide advice to the school on the control of communicable diseases, safety, first aid, and other health 
matters. 


@ Interpret school health program to peers and community, and interpret local medical society policies to 
the school. 
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@ Advise school personnel in planning for medically indigent school children in accordance with local 
medical society policies. 


@ Assist the school in evaluating the total school health program. 


The major function of the school health dentist is to act in an advisory capacity to plan the total school health 
program. 


Following are some dental responsibilities of the advisory dentist related to the health of school-age children: 


@ Act as a resource person in conferences, workshops and inservice education for teachers, school ad- 
ministrators, and other school personnel and parents in dental health. 


@ Interpret dental health programs, problems, and needs of pre-school and school children to peers and 
community, and interpret local dental society problems to the school. 


@ Participate in and guide the planning of programs for dentally indigent schoo! children in accordance 
with local dental society policies. 


@ Assist the school with the implementation of various preventive dental health programs, i.e., fluoride 
rinses and prevention of dental injuries. 


@ Assist the school in evaluating the dental health program in relation to total health. 


VOLUNTARY AND PROFESSIONAL ORGANIZATIONS 


Health programs in schools may be improved by better use of available resources. This may be accomplished 
through greater cooperation among school, professional, and voluntary agencies at national, state, and local 
levels. Schools should recognize that health agencies and professional groups can assist in the development 
and improvement of health programs. To assure the best cooperation and understanding, these groups 
should be brought in on the original planning of the school health program. 

Voluntary agencies have specific objectives directed at definite health problems. Nevertheless, they are in- 
terested in a good general health program. However, differences in policy, program, and methods within the 
various organizations in the health field should be recognized and respected. This can best be accomplished 
by bringing together representatives of these groups with school personnel. 


Professional and voluntary agencies should thoroughly understand the school health program and its guiding 
policies before determining how their organization can help without duplicating services or activities. Joint 
meetings between school and health agency personnel will help inform all interested persons as to progress 
or changes in program. Voluntary agencies may use.state and national personnel to stimulate inservice 
education. 


The following principles might be used to guide the cooperative activities of voluntary and professional agen- 
cies and school personnel: 


@ Each organization wishing to work with the school health program has an initial obligation to thoroughly 
understand the school’s purposes, policies, programs, and procedures. 


@ School personnel should cooperate with these organizations in defining their purposes and policies in 
connection with the school health program. 


@ Cooperative participation is essential for an effective school health program. The voluntary or 
professional organizations may offer their individual services to the school. However, the school should 
look carefully at its program to determine how a joint program can better serve the health of the school- 
age child. 


@ Schools should offer their assistance to voluntary and professional organizations, when programs meet 
mutual goals. These are fine opportunities for pupil service. 


@ Medical, dental, and other groups can best support the school health program through services and 
consultation. The local medical and dental society should be represented in the original planning of 
local school health programs. 


@ li is important to understand that school health programs whiéh’ are locally planned and administered 
are generally more effective. Broad community participation in planning is therefore essential. 
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OFFICIAL PUBLIC HEALTH AGENCIES 


Public health departments in Minnesota have a legal responsibility to protect and preserve the health of the 
public and therefore are interested in all matters affecting the health of the community including the school 
community. Schools also have responsibilities and interests relative to the health of their clientele. Accor- 
dingly, it is essential that cooperative relationships be established between the schools and local public health 
departments relative to the school health program. 


With enactment of the Community Health Services Act of 1975 by the Minnesota Legislature, the ability of the 
local public health department (or health component of a human services board) to provide local health ser- 
vices has been considerably strengthened. The Act has also altered the role of the Minnesota Department of 
Health. The Department's purpose is now more clearly related to the development of state health standards, 
the provision of technical assistance and training, the monitoring of locally-expended state funds, and the 
evaluation of the state’s health needs and programs. Only a few services such as the Crippled Children Ser- 
vices program continue to be provided directly to children by the Minnesota Department of Health. 


Because the Department of Health and the Department of Education both have interests relative to the health 
of school age children, they have entered into an interagency agreement which provides for the coordination 
of their efforts in this regard. 


DEPARTMENT OF PUBLIC WELFARE 


The Department of Public Welfare and the local police department or county sheriff are responsible for the 
protection of children whose health or welfare may be jeopardized through physical abuse, neglect or sexual 
abuse. The schools work cooperatively with these agencies and educators are required to report “suspected” 
child abuse, neglect and sexual abuse to them. It is recommended that all school personnel have inservice 
education in child abuse and neglect. 


Local school districts should develop guideline policies to insure coordination of school personnel & 
roles—nurse, teacher, social worker, counselor, and administrator—and to ensure coordination between the 
schools and the responsible community agencies. 
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PART IV | 
SCHOOL HEALTH SERVICES 


The purpose of this chapter of the School Health Guide is to assist schools in establishing and maintaining 
school health services programs in keeping with the following objectives: 


te 


To appraise the health status of pupils and school personnel. 


2. To counsel pupils, parents, and others concerning appraisal findings. 


pa Pe 


To encourage the correction of remedial defects. 

To assist in the identification and education of handicapped children. 

To help prevent and control disease. 

To provide emergency service for injury or sudden sickness. 

To plan services which will help to provide a healthful environment. 

To promote high level wellness as an integral component of health services. 


Health appraisal and remediation service can begin before birth and continue throughout the lifetime of the 
individual. Health problems detected as early as possible permit appropriate intervention to correct or 
minimize problems before they progress to a more severe and/or irreversible status. Health promotion ser- 
vices need to be provided concurrently. We need to assure that prevention and early intervention services 
reach all portions of our population. Prevention and early detection of disease is a concept poorly appreciated 
and inadequately practiced. Too many individuals postpone health appraisals and good health practices until 
symptoms appear or known conditions become progressively worse. 


Within the recent past numerous public and private efforts have emerged to address this problem. Some 
suggest that school health services offer advantages: 


ie 


2 


3. 


School staff have significant opportunities to observe and appraise children for possible health 
problems. 
The school health staff usually have well-developed liaisons with other community providers of 


health and social services, thus assuring the provision of appropriate follow-up services. 
The schools have statutory authority to address the needs of children with special needs. 


The provision of these services is consistent with the educational goals of schools: 


i 


It promotes the optimum personal health necessary to assure that educational services are max- 
imally utilized by individual students. 


2. It promotes the reduction of absenteeism rates by reducing the spread of communicable dis- 
eases and the optimal management of chronic conditions. 
3. It provides opportunities for health education instruction, improving healthful behavior, and 
responsible health decision making. 
A. Health Appraisal Services 


Health appraisal may be defined as the assessment of the physical, mental, emotional and social 
health status of individual pupils and school personnel through such means as health histories, 
teacher and nurse observations, screening procedures and medical, dental and psychological ex- 
aminations. These appraisals are not ends in themselves, but rather are starting points in preventing 
and correcting disabilities. Health appraisals are valuable only if school personnel are prepared to 
counsel parents and students and help guide them to proper resources for diagnosis and treatment. 
Therefore, follow-up to assure that identified needs are appropriately met is an essential component 
of health appraisal; without follow-up, health appraisals have little or no value. 


7: 


Types of Appraisal Services 
a. Teacher Observations: 


The teacher has a key role in the identification of children with physical, mental, or emotional 
problems because of his/hey, dai Vis f ils. The teacher does not make a 
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diagnosis, but can observe an sgt XReR Sunes eU RU MMR NO 
This health observation requires knowledge of normal child growth and development. 
Technical consultation in this regard should be provided by the school nurse. 
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Psychological and Developmental Testing: 


Psychological and developmental tests may be administered by the school psychologist, 
counselor, nurse or special education staff to aid in assessing the mental health and 
maturational status of the pupils. 


Health Screening Procedures: 

Health screening is defined as the use of quick, simple procedures carried out among large 
groups of people to sort out apparently well persons from those who have a disease or ab- 
normality and to identify those in need of further evaluation of their physical or mental 
problems. 


Health screening should be provided on a periodic schedule throughout the pupil’s enroll- 
ment. The schedule is based on the fact that certain health-threatening conditions have an 
increased incidence in a population in an age/sex/time specific relationship. 


Health screening procedures may be developed for single diseases/conditions (idiopathic 
scoliosis), organ systems (vision) or for a comprehensive assessment of the pupil’s health 
status (Early and Periodic Screening—EPS). 


It is not realistic for this Guide to address all possibilities. Accordingly, the sections that 
follow will address health screening procedures for which standards and training services 
have been developed by the Minnesota Department of Health and/or the Minnesota Depart- 
ment of Education. To the extent a school wishes to establish a health screening program, 
not specifically addressed in this Guide, it is recommended that the component of the EPS 
Program related to the proposed program be used as its basic (e.g., increased lead absorp- 
tion, blood pressure, etc.). 


(1) Hearing Screening: 


The recommended program standards are found in the “Instruction Manual for 
Preschool and School Hearing Conservation,” Minnesota Department of Health, 1973. 


Training of school staff and the provision of technical assistance is available through 
local health departments and/or the Hearing and Vision Conservation Unit of the Min- 
nesota Department of Health. For preschool screening programs, training is also 
provided by the Preschool Medical Survey of Vision and Hearing, a voluntary group 
associated with the Minnesota Medical Association. 


(2) Vision Screening: 


The recommended program standards are found in the “Instruction Manual for 
Preschool and School Vision Conservation,” Minnesota Department of Health, 1979. 


Training of school staff and the provision of technical assistance is available through 
local health departments and/or the Hearing and Vision Conservation Unit of the Min- 
nesota Department of Health. For preschool programs, training is also provided by the 
Preschool Medical Survey of Vision and Hearing, a volunteer group associated with the 
Minnesota Medical Association. 


(3) Scoliosis Screening: 


The recommended program standards are found in the manual “Early Detection of 
Scoliosis by School Screening,” Minnesota Departments of Education and Health. 


Training of school staff and provision of technical assistance is available through the 
Crippled Children Services Section of the Minnesota Department of Health. 


(4) Early and Periodic Screening (EPS): 


The recommended program standards are described in Rules of the Minnesota Depart- 
ment of Health, 7 MCAR §§ 1.174-1.178 and the “Early and Periodic Screening Manual,” 
Minnesota Department of Health, 1977. 


Training of staff and the provision of technical assistance is available through the Com- 
prehensive Child Health Screening Unit of the Minnesota Department of Health. The 
Minnesota Department of Public Welfare reimburses the full cost of these services 
provided to Title XIX (Medicaid) - eligible children to age 21 years. 
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(5) Preschool Screening (PSS): 


The required standards for this state-funded program are described in Minnesota 
Statute 123.701-705 and State Board of Education Rules, 5 MCAR §§ 1.0720-1.0725. 
These Rules were developed compatible with the Minnesota Department of Health 
Rules governing the EPS Program, 7 MCAR §§ 1/174-178. 


Further guidance is provided in the “Administrative Manual for the Preschool Screening 
Program,” Minnesota Department of Education, 1978, and the “Early and Periodic 
Screening Procedures Manual,” Minnesota Department of Health, 1977. Consultation 
regarding program administration is available from the Pupil Personnel Services Sec- 
tion of the Department of Education. Training of personnel for all health components 
and technical assistance relative to test procedures other than developmental is 
provided by the Comprehensive Child Health Screening Unit of the Minnesota Depart- 
ment of Health. 


d. Physical Examinations and Dental Examinations: 


Periodic health examinations by the child’s family physician and family dentist are essential 
in the process of health appraisal to assure that ongoing care is available, and to detect 
problems which cannot be assessed in a school or other community setting. 


In order of priority established by the Committee on School Health American Academy of 
Pediatrics for medical appraisal should be: 


(1) Children identified as having problems (both in initial referral and the continued 
monitoring of their treatment). 


(2) On beginning school. 
(3) In mid-school (grades 6 and 7). 
(4) Before leaving school (grades 11 and 12). 


Yearly medical appraisals for pupils participating in varsity athletic programs are also 
recommended. A recommended form for this purpose is included at the end of this chapter. 


Because of the prevalence of dental disease (95% of the population has it), it is recommen- 
ded by the American Dental Association that a dental examination be provided by the family 
dentist at least yearly after three years of age. To the extent that, in the interim, a new dental 
problem is suspected or a Known condition appears to be progressing, additional visits may 
be indicated. 


2. Pupil Health Record 


Minnesota Statute 144.29 requires that a pupil’s health record must be kept for each child of 
school age. This record is useful to the school personnel and benefits the individual student; it 
facilitates understanding of the pupil’s health problems and the adjustment of the school 
program to meet his/her special needs. 


The Family Educational Rights and Privacy Act, P.L. 93-380, 1974, assures parents or guardians 
the right to examine their children’s records upon request. The law prevents disclosure of 
records to anyone outside the school system unless written permission is given by the parent, 
guardian or qualified student. Since the pupil health record is a private record, it must be main- 
tained in a secure place. 


It is suggested that the pupil health record be initiated at the time of Preschool Screening and up- 
dated as the student progresses through the grades, or transfers from one school system to 
another. 


The Minnesota Departments of Health and Education have developed a recommended Pupil 
Health Record form including a History and Physical Examination Form, a sample of which is 
contained at the end of this book. Stocks of this form may be ordered from the Walter Booth 
Company. This recommended form is adapted from forms used by the Minneapolis Public 
Schools and is problem-oriéfted.\its-focus is, upon the st summarized listing of health problems 
rather than the recording of detailed findings from the ‘various’ health’ appraisal procedures in 
which the child participated. 


ts «& 
f i 


School Health Guide 18 


The designed organization of the problem-oriented record requires the recorder to analyze and 
justify each statement. Entries in the problem-oriented record included here as well must be 
based upon reliable data or the data should not be entered. Thus the recorder is structurally 
guided by defined protocol to place in the student’s record only those statements that can be of- 
fered as substantiated or justifiable information. 


In addition, the problem-oriented record meets the need for a recording system which can be 
readily comprehended and minimizes entries that may be interpreted as biased opinions. 


The problem-oriented record also lends itself to the process of data retrieval. The simplicity, 
clarity and uniformity of the data facilitates the selection of specific information as needed. 


The folder is 8 1/2 x 11” in size. This allows it to fit into the pupil’s cumulative record and into a 
file drawer. It also allows standard 8 1/2 x 11” papers to fit inside without folding. 


Process Supported by the Problem-Oriented Pupil Health Record 


The figure which follows identifies the basic processes and their relationship in a problem- 
oriented system: 


INITIAL ASSESSMENT 


PROBLEM LIST 


SEQUENTIAL 
AND 


PROGRESS NOTES 


INITIAL PLAN 


Data Base 


In the problem-oriented record each person has his/her own problems. These problems are 
defined by acquiring a data base on that person. Data base refers to the information gathered 
from the history, screening results, physical exam and laboratory work. 


The historical elements of the data base are referred to as subjective data as opposed to the 
physical examination and laboratory and screening procedures which are identified as objective 
data (0). 


A data base can be established at the time of preschool screening or when the child first enters 
school, and should be as complete as possible. The history identifies the pupil’s ongoing source 
of primary care, any complaints or problems, present illness or handicap, family history, past 
medical history, social history and body systems review. The format of the history is modified by 
the pupil’s age and health status (i.e., preschooler vs. an adolescent). 


It is important to realize that if a pupil has an incomplete history or physical examination (lacking 
important history of physical data), this is noted as an incomplete data base and is listed as a 
separate problem on the problem list. 


Assessment 


The analysis of the data base and designation of problems, i.e., concerns in need of some type of 
planning or action, requires the judgment of a qualified health professional, usually the school 


nurse. 
Whether the nursing assessment problems are entered on the problem list or not depends on if 
the particular concern will need ongoing management or support, i.e., some type of planning or © 


action needs to be taken. 
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A. 


Problem List and Initial Plan 


The student’s ongoing problem list is meaningful to the professional support staff and an index to 
everything significant in that student’s record. An overview can be quickly obtained and certain 
problems can be related, i.e., speech problems and recurrent ear infections. Once the data base 
permits the students problems to be defined and described, the responsibility of the health care 
team is to develop plans to help the student manage these problems. Management is facilitated 
by (1) defining the problems as precisely as possible, (2) professional intervention (relieving or 
hopefully correcting them) and, (3) by educating the student on his/her role in his/her own care. 


Problems 


Problems could also be translated as “concerns” and generally mean anything “that concerns 
the child and the parents, nurse, physician, or other paramedical personnel.” These concerns 
may be symptoms, physical findings, physiological findings, abnormal laboratory findings, 
medical diagnosis or nursing assessment. The Problem as Stated by Health Professional Should 
Be Stated at the Highest Level of Refinement Within That Individual Health Professional’s Per- 
ception or Understanding. 


As problems are clarified, become altered, or the diagnosis determined, the original problem list 
is modified by writing the new problem below the old title and entering the date. Problems can be 
cross referenced if they are associated. 


Sequential Progress Notes 


The development and maintenance of sequential progress notes permits the health professional 
to chart the progress made over time relative to identified problems. The notes also permit the 
professional to chart the frequency of temporary concerns over time. Sometimes this information 
can be useful to determine significant problems, such as child abuse. This process helps to 
assure continuity of comprehensive care. 


All progress notes are written in sequential order in Narrative Notes. Each note should contain 
the date, problem number, and heading for each problem. The progress notes consist of four 
sections referred to as the SOAP format. 


Use of Old Pupil Health Record Forms 
School personnel do not need to copy any old records on the new pupil-oriented report form, but 
can use existing pupil health record forms, utilizing the SOAP recording procedure in the 


“Significant Comments” or “Narrative Notes” section and add a corresponding “problem list” 
beginning with the new school year. 


INSTRUCTIONS FOR USE OF THE PUPIL HEALTH RECORD 


Most recording should be done in black pen. 


Health Records from Other School Systems - Copy pertinent information, then destroy the old 
record. If the parent presents a home record or other similar record for immunizations, 
transcribe the information and return the record to the parent. State in narrative notes that the in- 
formation is copied and the source. 


PAGE 1 - PUPIL IDENTIFICATION AND PROBLEM LIST 
1. Pupil Identification 


Type the following information in the upper left corner on the front of the Pupil Health Record: 


- Student number. 

- Sex. 

- Birthdate. 

- Name — last, first, middle. 

- Parents’ names or name of responsible guardian — if two parents are in the home, enter both 
names. 


Pencil in: BANONA STATE UNIVERS I] 


Y-CupRe 


- Phone. 
- Address. 
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- Physician name and telephone number - a group practice or a hospital outpatient department 
: may be designated if this is where care is primarily obtained. 
‘ - Dentist name and telephone number. 


2. Problem List 


Health Maintenance - The first problem on the problem list is always Health Maintenance. This 
refers to specific procedures, such as health examinations, immunizations, dental examinations, 
counseling, and other assessments designated by the school that are done on a regular specified 
basis in order to keep the pupil's level of health at a maximum level. Every procedure is not done 
every year, however. Once all procedures appropriate to the pupil’s grade/age have been com- 
pleted, the applicable box is checked. 


If an assessment is incomplete, record in pencil “I” until the needed assessments are completed. 
Plans to complete these procedures are then stated in the Narrative Notes. 


Medical Examination - \Indicate the date when the exam was done. The recommended times for 
physical examinations are before school entry, grades 6 or 7, and grades 11 or 12. 


Immunizations - Check if immunizations are complete for the year. Important times are at school 
entry when compliance with U.S. 123.70 is indicated and ninth grade when boosters are due. 
Follow Minnesota Department of Health guidelines for completeness. 


Dental - Indicate the date the dental work was completed or satisfactory dental health status was 
established, as listed on the returned dental card. This is done annually. 


Health Classification - Record a one (1) or two (2) in this space from the History and Physical Ac- 
tivity Form (1 = full activity; 2 = restricted activity). If a History and Physical Activity Form has not 
been received, do not assume the health classification. 


If the health classification is 2, the problem should be listed on the problem list. 


Example: PS PKI Tras ooh EALEG Te Gee eed Mer Tie re 
Health Classification € 
DATE ONSET DATE RESOLVED 
2 AORTIC STENOSIS 10/6/78 


If the health classification is changed temporarily, record the reason in the Narrative Notes. 
Problems 2 - 19 


Problems recorded may be symptoms, physical findings, abnormal laboratory findings, medical 
diagnosis, social concern, or nursing assessment. THE PROBLEM AS STATED BY THE 
HEALTH PROFESSIONAL SHOULD BE STATED AT THE HIGHEST LEVEL OF REFINEMENT 
KNOWN. 


Date of Onset - Date you become aware of the problem. 
Date Resolved - Date when follow-up is completed. 


The decision to designate a problem “resolved” depends on the judgment of the health 
professional. If a problem still requires a course of action, i.e., a plan, it is unresolved. 


“NO NO’s” ON THE PROBLEM LIST 


Do not write diagnostic guesses or “rule outs,” “questionable,” “?” or “probably” on the Problem 
List. Such thoughts should be written in the Narrative Notes section. 


B. PAGE 2 - NARRATIVE NOTES 
Date - The date a condition was identified or follow-up occurred. 
Problem Number and Title - Number of the problem as listed in the problem list. 
Findings -4 


1. subjective - what you heard from the pupil, staff, parent or professional referral source in relation 
to the problem. The source should. be identified. 


2. objective - your direct observation. State facts only; do not state your feelings or impressions. € 


Assessment and Plan - your interpretation of the data and the management or support of the 
problem that will be carried out by the school health professional or other professional. 
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Sign Each Entry - initial each entry. 
The Narrative Notes contain the elements of the SOAP format. 


S (subjective) historical information or patient’s reactions and feelings 

O (objective) physical, laboratory findings, what you see 

A (assessment) explains significance of subjective and objective data 

P (plan) decisions of specific courses of action based upon the data base and 


assessment (components: (1) collection of additional data;(2) treat- 
ment (orders); (3) patient education). 


FINDINGS 
DATE PROBLEM#& TITLE (SUBJECT & OBJECT) ASSESSMENT & PLAN 
10/6/78 #2 Aortic Physical exam - Dr. Smith Review H. C. with teacher 
Stenosis states may participate in and phy. ed. instructor. 
all activities except Review at beginning of 
track - Health Classifica- each year. 


tion 2 - 2 years - Par- 
ticipate until tired. 


Temporary concerns are not addressed as problems, but are identified in the Narrative Notes list 
preceded by the letters T.P. (Temporary Problem). 


Miscellaneous 
Preschool screening reports — record in narrative notes as 1. Health maintenance, preschool 
screening 
Example: 
NARRATIVE NOTES 
Sign 
Findings Assessment Each 
Date Problem # & Title (subject. & object.) & Plan Entry 
10/1/78 a. Health Mainten- Vision 20/20 both, normal, no 
ance, Preschool hearing — pass, follow-up 
Screening ht-43”, wt-44# needed 


b. Letters from Physicians — use your own judgment in 
recording. Send report with health record if per- 
tinent and detailed concerning that child’s health. 


c. Health Records from Other School Systems — copy 
pertinent information, then discard the old record. 
State that the information is copied and the source. 


C. PAGE 3 - SCHOOL HEALTH SCREENING AND FOLLOW-UP RECORD 


There are 16 lines on the screening and follow-up page. Use one line for each year or grade level and 
record assessments performed that year. A referral and the basis for referral should be documented 
under “comments.” A completed referral may be designated “C’’ in this space also. If a problem is 
confirmed and a care plan formulated, this is noted on the other appropriate sections of the Pupil 
Health Record. 


1. Vision Screening 
a. Acuity - record for right and left eye as number (e.g., 20/30). 
Test - record test used for acuity. 
Muscle Balance (M/B) - WINONA ST ASU MIvEeter it GUPMEE AF BREE S\ eoeceng is done. 


Color - check ( y ) pass or fail according to results of color vision sana anit done. 


® a9 5 


a: + 
me & 


Write in “test “| comments section; if alternative tests are used. 
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2. Hearing Screening - record “P” (pass) or ‘“‘R” (refer), according to results from testing each ear. 
3. Scoliosis Screening - place check ( /) mark under P or R (referral), as appropriate. 


4. Other - use for recording results and referrals of additional screenings, such as dental screening 
or blood pressure screening. 


D: PAGE 4 - HEIGHT AND WEIGHT 
Enter the date, age of child, height (Ht), weight (Wt), in box of table appropriate to pupil’s sex. 


The graph may be plotted using either the metric or linear system. Take care to be consistent. Be 
sure to use the correct numbers—the metric numbers are always to the left of the linear numbers. 
The metric numbers increase at intervals of 5. 


Stature (Ht) is to the top graph - Wt is the lower graph. 


Identify the correct measurement by age — mark with a well-defined dot. Connect the dots from one 
year to another for height and for weight. 


A. Health of School Personnel 


The physical and emotional status of school personnel is important to the total school health 
program. Optimal health status in school personnel enhances their ability to work efficiently and 
effectively, and facilitates an improved environment for effective learning by pupils. A school 
board has the same legal and moral obligation to assure the employee’s health as employers in 
other fields. 


A pre-employment health appraisal should be required for all new school staff. Significant 
findings of this appraisal related to job performance should be available to the appointing 
authority and should include evidence that the employee does not have tuberculosis. The Com- 
mittee on School Health of the American Academy of Pediatrics recommends additional health 
appraisals for teachers in keeping with the following schedule: 


pre-tenure, 6-12 months before completion of probationary service € 
after severe or prolonged illness 

on return from a school-related (industrial) accident 

on return from maternity, rest, sabbatical or extended personal leave 

biennially for all teachers up to age 45 and annually thereafter 

by administrative request if there is doubt about the employee’s physical or mental status 

g. when a promotion is contemplated to a position of higher rank or greater responsibility. 


the health of others on the school staff. Accordingly, pre-employment health examinations are 
recommended for other employees with follow-up appraisals arranged as indicated. 


B. Health Counselling and Follow-Through 


™moaoop 


Health counseling in the school system is a service which enables students and/or parents to unders- 
tand health conditions or concerns and to utilize appropriate community resources. Health counsel- 
ing may occur after a condition (example, a vision or hearing problem) has been revealed through a 
health appraisal. Possibly a student may suspect a health problem in a friend, self, or family member. 
The objectives of health counseling are: 


1. To give students and/or parents information about the results of the health appraisal and its 
significance. 


2. To elicit reactions regarding the condition. 


3. To provide information on appropriate and available community resources for diagnosis and 
treatment. 


4. To assist in the procurement of treatment services. 


5. To provide other school personnel with information necessary to assure the development of ade- 
quate educational plans for the student. 


6. To maintain wellness. 


The school cannot assume responsibility for provision of corrective treatment of conditions revealed 
by health appraisals or counseling, however, school personnel have a responsibility to maintain con- € 
tact with the student, parent or other school staff until it is known that the student is receiving ap- 

propriate care and until the student, parents and school personnel feel that the student is functioning 

at his/her potential. 
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lf a student seeks counseling without acknowledging a specific health problem which needs atten- 
tion, follow-through may be informal and even left to the student. That is, the school personnel may 
request that the student inform them of how the problem is resolved, if community resources were 
useful, and if further assistance is necessary. 


C. Acute Disease Control 
1. Epidemic Diseases 


A number of common childhood diseases including measles (rubeola), rubella (German 
measles), poliomyelitis, diphtheria, tetanus, pertussis (whooping cough) and mumps should no 
longer occur in schools because of the development of adequate vaccines. However, outbreaks 
of measles, rubella, pertussis and mumps still occur due to incomplete immunization, vaccine 
failures and other problems. 


The Advisory Committee on Immunization Practices of the U.S. Public Health Service makes the 
following recommendations for control of an outbreak of measles: 


“The danger of a measles outbreak exists whenever a measles case is reported in a community. 
Once an outbreak occurs, preventing dissemination of measles depends on promptly vac- 
cinating susceptible persons. Ideally, they will have been identified before the outbreak (by 
school record reviews, for example); if not, they must be quickly identified. 


Speed in implementing control programs is essential in preventing the spread of measles. All 
persons who cannot readily provide a document history of measles or of vaccination with live 
measles virus vaccine when more than 12 months of age should be vaccinated or excluded from 
school. If a person’s measles immunity is in doubt, he/she should be vaccinated. 


An effective means of terminating outbreaks and increasing rates of immunization quickly is to 
exclude from school all children or adolescents who cannot present valid evidence of immunity 
through vaccination or prior disease. Exclusion should include pupils who have been exempted 
from measles vaccination because of medical, religious, or other reasons. Exclusion should con- 
tinue until at least two weeks after the onset of the last case of measles in the community. Less 
rigorous approaches such as voluntary appeals for vaccination have not been effective in ter- 
minating outbreaks. 


Immune Serum Globulin (ISG) should not be used in an attempt to control measles outbreaks.” 


Chickenpox is not yet controllable by immunization. Control measures consist of isolation and 
medical consultation for cases to prevent complications. Special care should be taken to avoid 
exposing children with leukemia or other diseases affecting the immune system to chickenpox. 


Streptococcal infection is a common problem for which antibiotic treatment is available. Ade- 
quate treatment quickly terminates transmissibility and is important to prevent complications 
such as rheumatic fever. 


Rashes due to ECHO and Coxackie viruses may occur. The decision to exclude these pupils 
should be vested with the local health authority. 


Viral hepatitis is not usually spread in a school situation. When a case occurs, it is an indication 
for improved personal and school hygiene with emphasis on hand washing. Immune serum 
globulin (gamma globulin) is recommended for household contacts, but is not usually indicated 
for school contacts. 


Colds should be watched with care, since almost any communicable disease may begin with 
cough or cold symptoms. Children should not attend school during the acute stages of a com- 
mon cold, sore throat, tonsillitis or conjunctivitis (inflammation of the inner lining of the eyelids). 


Children with skin rashes, head lice or scabies (mites) should be excluded from school and other 
public places until the local health authority permits their readmittance. Outbreaks of impetigo, 
ringworm of the scalp and scabies are controlled by carefully identifying the cases and insuring 
that proper treatment is received. These diseases are spread through direct contact, or by con- 
taminated objects such as caps, combs or towels. Children should be taught not to exchange 
these articles. In recent years, lidé’and scabies have. become more common in children of all 
social classes. Mild forms of scabies in children with good hygiene can be particularly difficult to 
diagnose. 


Athlete’s foot and plantar warts may be.a problem in schools. Proper personal hygiene of feet 
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and cleanliness of locker and shower rooms should prevent their spread in school. Children with 
an obvious problem may be excluded from athletic facilities until treated by their personal 
physician. 

Exclusion and Readmittance 


School officials and teachers need to recognize evidences of communicable disease in children 
and exclude those showing such signs from school. Communication with the parents is impor- 
tant, however, in assuring that the child obtains medical care and that proper attention is 
available at home. This is particularly important (and difficult) when both parents work. 


The school board and local health authority should develop a policy to facilitate 7 MCAR 1.322 
(refer to Appendix) which requires children who have had a communicable disease to be read- 
mitted to school only through the health officer or his authorized agent. 


Procedures During Epidemics 


The question of closing the school during an epidemic often creates confusion and misun- 
derstanding among parents and the general public. The position of the Minnesota Departments 
of Health and Education is stated in the following material. 


When the school is in session and an epidemic develops, the availability of resources for supervi- 
sion of school children should determine whether the school should close. If the school is closed, 
children will be free in the community, which will favor community contacts and dispersal of in- 
fection in theaters, playgrounds, public conveyances, stores and through neighborhood contacts 
to a greater extent than if the school remained open. Detection and proper treatment or isolation 
of cases may be easier if the school remains open than if the children are widely dispersed. 


The Minnesota Department of Health does not favor closing schools for control of communicable 

diseases. However, in rural areas where pupils come from well isolated homes, there may be 

some rationale in closing the schools during an epidemic. Closure should be undertaken only af- 

ter consultation with local health authorities and preferably after consultation also with state 

health authorities. There may be times when absenteeism due to illness may be so great as to € 
make school closings desirable from an administrative viewpoint. 


Immunization 


Provided immunization levels are high, outbreaks and epidemics of vaccine-preventable dis- 
eases need never occur in our schools and communities. All children should be immunized 
against diptheria, tetanus, pertussis, polio, measles, rubella and mumps. The law requiring state- 
ments on immunization from every child before school entry is Chapter 123, Sec. 123.70. 


The following immunization schedule is the recommendation of the Minnesota Department of 
Health and the Minnesota State Medical Association. 


Every school should keep up-to-date records of immunizations for each pupil, including dates 
administered and make an effort to obtain 100% immunization. Students not complying with the 
law should be excluded from school. 


Classroom Pets 


Mice, rats, gerbils and guinea pigs from a source known to provide healthy individuals are 
generally safe. Gentle cats and dogs with proper rabies immunization can also visit schools and 
perhaps provide opportunity for discussion of rabies control and other issues related to animal 
and human health. Wild animals of any kind are best excluded from the classroom, for both 
humane and health reasons. 


A number of potentially serious diseases can originate from animals kept in the classroom. The 
following examples illustrate the point: 

Animal Type of Disease 

Hamsters Lymphocytic choriomeningitis 


Turtles, salamanders 
other reptiles and 
amphibians Salmonella 


Raccoons Leptospirosis, Rabies 
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Parrots, parakeets, 
and other birds Psittacosis (parrot fever) 


Any wild mammal except 

rodents, (mice, rats, 

squirrels, chipmunks) 

and lagomorphs (rabbits 

and hares) Rabies 


Monkeys Tuberculosis, B virus (a fatal disease) 


The first three are acquired through contact with the urine or stool of the animal, psittacosis 
through breathing dried cage material, and rabies and B virus through bites or other contact of 
saliva with non-intact skin. 


For some years rabies has persisted in Minnesota in skunks, bats and foxes. Rabies is spread 
from these animals to man by their bites, or occasionally by other contact of the animals’ saliva 
with an open cut or abrasion. Although rabid animals may exhibit abnormal behavior, it is possi- 
ble for them to have the virus in their saliva and to be behaving normally. 


When a person is bitten by any mammal, the wound should be washed vigorously with soap and 
water and then with either 70% alcohol or tincture of iodine. (The latter is not recommended first- 
aid for ordinary cuts and scratches — only for possible rabies exposures.) A physician should 
determine, in consultation with the local or state health department, whether antirabies vaccine is 
necessary and if the patient needs tetanus immunization. 


Rabies is a fatal disease; each posible exposure must be carefully and thoroughly evaluated with 
all the facts at hand. Every possible attempt should be made to capture the biting animal, with 
precautions to avoid further bites. Local animal wardens are usually available to help locate and 
capture animals. A decision can then be made to sacrifice the animal for testing or (if a valuable 
cat or dog) to observe its behavior in isolation for 10 days, preferably in a veterinarian’s facility. 
Wild animals such as skunks—even if domesticated and vaccinated—must be sacrificed and 
tested by a competent laboratory, as 10 days quarantine does not give an adequate guarantee of 
freedom from rabies. 


If the animal has escaped, it must be assumed that there is a chance of rabies and appropriate 
_treatment must be started. 


If the animal is a rodent (squirrel, chipmunk, hamster, gerbil, mole, guinea pig, rat, vole, mouse, 
gopher) or lagomorph (rabbit, hare) there is no need to be concerned about rabies. These 
species have not been shown to carry rabies in Minnesota in more than 16 years. There is no 
need to observe or sacrifice the animal, or to start rabies prophylaxis. 

Tuberculosis 


A generation ago tuberculosis was considered a major problem in schools because epidemics 
can occur when children are exposed to an adult with untreated tuberculosis. Today this 
possibility still exists, but tuberculosis is so much less common in the general public that the 
American Thoracic Society and the State Health Department have changed their recommenda- 
tions. They recommend that screening for tuberculosis be done only in certain high risk groups, 
such as those exposed to an active case of the disease or coming from an area with a high tuber- 
culosis rate. 


Routine tuberculin testing of school age children is no longer recommended in areas where the 
skin test reactor rate in the children is less than 1%. However, children who have been exposed 
to an active case of tuberculosis or who move into the district from an area with a high endemic 
rate of tuberculosis should be tested. Preventive treatment is highly recommended for reactors 
among school children who have not already had the recommended course of isoniazid. 


State law has required that all school employees be screened yearly for tuberculosis. A change in 
the law has been proposed which would require screening when the person is first employed and 
limit further follow-up to those with positive tuberculin tests. It is not yet known whether a new law 
will be in effect for the 1979-80 school year. Under the new provisions, all positive reactors would 
have an x-ray examination and be evaluated for one year’ of INH therapy. Chest.x-ray,examina- 
tions of reactors would be done annually for a total of five years for individuals who have not 
taken one year of INH prophylaxis. Individuals who have taken one year of prophylaxis would be 
x-rayed only if they develop symptoms or they have been exposed to a case of tuberculosis. 


5 we : 
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When using the intracutaneous Mantoux* the following interpretations are recommended: 


10 mm or more of induration = Positive Reaction 

5 mm through 9 mm of induration = Doubtful Reaction 

0 mm through 4 mm of induration = Negative Reaction 
A record should always be made of the type of test used, including the kind and dose of tuber- 
culin, and the size of reaction in millimeters of induration. The tuberculin test may be used as a 
diagnostic aid to detect tuberculosis infection and to determine the prevalence of tuberculosis 
infection in groups of people. Furthermore, it is useful in establishing priorities for follow-up and 
prophylactic isoniazid. 


* The standard intradermal test with needle, syringe and PPD is required for school employees. No vaccine is licensed for use 
with the jet injector guns. 


Rheumatic Fever 


Acute rheumatic fever is a complication of streptococcal sore throats. It is largely a childhood 
disease and was once a major health risk but is occurring less and less frequently today. Two or 
three weeks after an untreated streptococcal infection, some combination of these symptoms 
may appear: joint pain and swelling, fever, weakness, a distinctive rash, muscle control 
problems, or a heart murmur. A small number of cases develop heart valve involvement which 
may produce lifelong disability. 


Known cases of rheumatic fever should be given antibiotics for a period of years to prevent further 
strep infection and further attacks of rheumatic fever, with an increase risk of heart involvement. 


Prevention of acute rheumatic fever consists of early diagnosis of streptococcal sore throats and 
prompt use of antibiotic therapy. This applies only to streptococcal infection and not to the 
numerous viruses which can cause similar symptoms. School nurses and teachers may best 
contribute to the control of this disease by referring children with sore throats (through their 


parents) for prompt medical attention, possible throat culture, and if positive for strep-appropriate 


treatment. 
Emergency Care Procedures 


The school is a facility in which a large population resides for part of the day. Injuries or sudden 
illness requiring emergency care of pupils will occur, and some will require emergency medical care. 
The school administrator is responsible for developing and implementing a comprehensive school 
health service program. It is essential that local policies and procedures are established to deal with 
cases of illness and injury among the student population. 

The EMERGENCY CARE CARD for every pupil is a necessary component of the School Health Ser- 
vices system. The card should be updated at the beginning of every school year to contain 
emergency numbers for parents and parent designee, authorizing contact of family physician, am- 
bulance, and hospital preference in case of serious emergency. A recommended Emergency Care 
Card (8 1/2 x 11) follows this section. Some schools may wish to utilize a portion of the card for the 
parents to indicate any major illness, injury, or immunizations the pupil has had during the past year. 
School staff can transfer this information to the Pupil’s Health Card. 


Every school should have: 


1. Comprehensive written emergency care policies and procedures worked out by the health coun- 
cil or committee, and approved by the school board school medical advisor or the local medical 
society. 


2. A “Health Room,” or for larger schools a suite of rooms, should be provided as health service 
facilities. 


3. Appropriate First Aid supplies, readily available in case of need. 
4. Staff competent to provide First Aid. 


5. An adequate number of copies of the current American Red Cross First Aid Manual or the school 
district's First Aid Procedures based on the Red Cross Manual. 


6. One staff person per every 100 students, who has had a three-hour CPR course. 


Recommended Procedures for Minor Injury or Iliness 
If a child is injured or becomes ill in school: 


© 


© 
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Provide First Aid or give other necessary immediate care. 

Isolate the sick child. Keep the child lying down and protected from excessive cold or heat. 
Take the child’s temperature, pulse, and respiration and note any complaints of pain. 
Secure a history of beginning symptoms, food eaten and date of last medical care. 

Notify the parents of the illness or injury, advising them, if appropriate, of care needed and infor- 
ming them of the school’s policy for care of pupils who become ill or are injured in school. 
The parent or parent’s designee should provide transportation for the child. School personnel 
should not be required to transport sick children. 


lie Ga 
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Recommended Procedures for Severe Injury or Illness 


Follow1-5 above 
6. Parent should contact the physician, ambulance, and hospital except in extreme emergencies. 
7. In extreme life-saving emergencies, if the parent cannot be reached, implement the emergency 
care policy listed on the Emergency Care Card. 


Standing Orders for First Aid 


It is recommended that every school district be prepared to give First Aid in case of accidents or illness oc- 
curring at school. However, school personnel must not assume responsibility for any treatment beyond First 
Aid, unless it is the local school district’s policy to employ specialists who function in a given capacity. Or- 
dinarilly, redressing of injuries should not be done at school. No drugs or medications, including aspirin, 
should be prescribed, with the exception of aromatic spirits of ammonia for fainting. First Aid, as defined by 
the American Red Cross, is the immediate and temporary care given in case of accidents and sudden illness 
before the services of a physician can be secured. First Aid procedures do not include any form of medical 
treatment. 


It is recommended that every school building have available in an accessible place the following supplies. 
These should be approved by the school’s medical advisor or the medical society 


Bottle of liquid soap Gauze bandage, 1, 2 and 3 inch widths 
Jar of cotton squares Sterile gauze squares, 3x 3 inches 
Cotton applicators Container of sterile saline solution 
Adhesive tape (1 tsp. salt to a cup of water, 
Blunt-pointed scissors boil 5 min. and store in sterile bottles) 
Thermometer in a case Safety pins 
or glass jar Vaseline for chapped lips and skin 
Tongue blades Syrup of Ipecac (to be used only after consultation 


with a Poison Center on individual cases) 


When this inventory of contents has been established, it may be replenished by pupils under the direction of 
designated school staff. 


The following procedures should be carried out when using a First Aid Kit: 


1. Wash hands before handling supplies. 

2. Cleanse thermometer with liquid soap, running cold water, and alcohol. 
3. Use tongue blades to remove vaseline from jar. 

4. Wash hands after each first aid procedure. 


For specific first aid procedures, consult the current Red Cross Manual. 


WINONA STATE UNIVERSITY-CURRICULUM LABORATOR\ 
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MINNESOTA SCHOOLS 
EMERGENCY CARE CARD 


Date: 
To the Parents or Guardians: 


In case of EMERGENCY our procedure will be to contact the parent at home or at work. When this is not 
possible an ambulance or police car will be called. 


You should make arrangements for proper care in case your child should meet with an accident or become 
too ill to remain in school at a time you are away from home. 


1. The school will contact your physician, or one designated by the school board. 
2. A designated neighbor or relative may be asked to care for your child if you can’t be reached. 


3. Or the police may be asked to take your child to a hospital emergency service if no other 
arrangements have been made. 


Please complete the other side of this card. This keeps our records up-to-date and speeds emergency care 
according to your wishes. The school should be notified if your address or phone changes during the school 
year. Please return this card to your child’s teacher as soon as possible. 


Principal 


EMERGENCY CARE CARD 


Date 
Pupil Grade & Teacher 
last name first middle 
Home Address Telephone No. 


Physician’s Name Telephone No. 


Dentist’s Name Telephone No. 


Person(s) who will care for child in case parent cannot be reached. 


Name Address Phone No. During/Day 


Name Address Phone No. During/Day 


Record major illnesses, operations, injuries or problems and immunizations (and dates) child has had since 
start of school last year 


Parent’s Signature Telephone No. During the Day 


Parent's Signature Telephone No. During the Day 
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Insect Allergy 
Symptoms 


Symptoms become apparent in the insect-sensitive person soon after the sting and vary from the 
mild, immediate and local swelling to the more serious constitutional reactions. The spectrum of 
symptoms include the following: headache, general malaise, abdominal cramps and general itching 
associated with hives and swelling of the hands, feet and lips. This swelling may progress to chest 
tightness, difficulty in breathing, asthma, swelling of the larynx (voice-box), heart failure, shock, loss 
of consciousness and subsequently death. 


The local reactions, that is the swelling at the site of the sting, usually subside harmlessly within a few 
hours and do not impose any serious concern in the patient. However, it is important to inform the 
parent and physician of localized reactions to alert them to the potential of future constitutional 
reactions. 


The systematic reactions described are due to extreme sensitivity to the insect venom and are of im- 
mediate concern and demand immediate medical attention in order to avoid a possible fatal reaction. 


Treatment 
Treatment may be divided into two parts: (1) Prevention of insect stings, and (2) immediate treatment. 


1. Prevention - The person who is knowingly sensitive to insect stings should exert the appropriate 
precautions to prevent such insect sting. The Insect Committee of the American Academy of 
Allergy has prepared an excellent brochure listing the appropriate measures. 


2. Immediate treatment - When the person who is sensitive to insect stings is stung, he/she should 
consider it to be an acute medical emergency. Implement the school district's procedures for 
life-saving emergency care listed on the Emergency Care Card. 


Whenever a pupil is known to be sensitive or allergic to insect bites of this type, the school nurse 
or principal should obtain a written prescription for emergency care (refer to recommended 
policies for administration of medication). Some school districts may decide to adopt a policy 
whereby an insect first aid kit or emergency supply of medication is kept on hand for use if this 
severe systemic reaction occurs in a previously unknown susceptible individual. 


Poison and Drug Overdose 


A student who indicates or is suspected of having taken a poisonous substance or drug overdose 
should be questioned to determine if an antidote should be given. The type, amount and time of in- 
gestion should be established. (Related information which is helpful in determining care includes 
time of last meal, pulse, respiration, blood pressure and level of consciousness.) The pupil’s physi- 
cian or the community poison control center should be contacted to determine specific procedures 
for care and need for administering an antidote. In communities without a poison control center there 
may be need to use the Hennepin County Poison Center (612/347-3241). As much information as 
possible should be obtained on the type of poison or drug that the pupil has taken; if the type of sub- 
stance is unknown, then a sample should be collected for analysis. The student’s friends may be 
helpful in providing information. A responsible person should stay with the student until the needed 
care is established and completed. Parents should be notified as soon as it is possible without 
jeopardizing the student’s care. 


Recommended Policies and Procedures Related to Handling and Administering Oral Medica- 
tions in School 


It is the recommendation of the Department of Health and the Department of Education that school 
personnel should not dispense aspirin or other over-the-counter medication to students. 


Whenever possible, parents should be encouraged to make alternative arrangements so that it is not 
necessary for school personnel to administer a medication to a pupil during school hours. However, 
when a child’s health could be jeopardized by not getting the medication during school hours, each 
school district should have written policies clearly designating the school personnel who shall ad- 
minister the prescribed medicati®@iNtnihetagpi ' ours. It is recommended that the 
school nurse or a staff person under the asta bina sc Sh TOPS GARG farina to administer 
prescribed medication. At no time should pupils bring unidentified or unauthorized medications to be 
administered by school personnel. 
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Students observed by school personnel self-administering medication for which the school has no 
authorization should be reported to their parents. 


The Following Recommended Procedures Pertain to Prescription Medications to be Administered to 
Pupils During School Hours: 


30 


1. Pupils requiring medications at school should be identified by parents and physician to the 
school nurse, teacher, and/or other school personnel. If the school does not have a school nurse, 
the principal should assume responsibility for establishing communication channels with the 
parents regarding the needs of the pupil on medication. 


2. A written prescription should be required of the family physician, who should indicate the 
necessity of administering the medication to the pupil during school hours. 


3. A written statement should be required of the parents, who should request and authorize the 
designated personnel to administer the medication so prescribed by the physician. 


4. The physician should then be requested by the parents to prescribe duplicate bottles of the 
medication. One bottle should be kept at home and the other at school under the care of school 
authorities. Both bottles should contain the name and telephone number of the pharmacy, the 
pupil’s identification, name of the physician, the medication, and dosage to be given. Taking the 
dosage should be supervised by the school nurse or other person designated in the school 
policy, at a time conforming with the physician’s indicated dosage schedule. 


5. A private list of pupils on medication during school hours should be kept in the school nurse’s or 
principal’s office giving the medication, dosage and time given. The person giving the medication 
should sign his/her name on the list after administering the medication. 


6. Medications should be stored in a safe appropriate place, with restricted access by designated 
school personnel. 


The Handicapped*Child in School 


Any school will have a number of children in its student body who suffer from serious handicapping 
conditions, which make special instructional services and rehabilitative services necessary. Min- 
nesota Statute 120.03 and 120.17 and Federal Law 94-142 specify the role of the public school district 
in providing for preschool and school-age handicapped children. The local school district may 
provide services in the resident district, in another school district, in a public or private residential 
facility or by contract with a public, private or voluntary agency. 


The Minnesota Department of Education recognizes that educational programs for handicapped 
children need to utilize the community resources available through the auspices of county welfare 
departments, vocational rehabilitation units, mental health centers, private medical practice, and 
Crippled Children Services and local health agencies, as well as school-based services. School per- 
sonnel need to provide assistance to parents of handicapped children in obtaining such services so 
the child can most effectively participate in the individual educational plan (IEP) developed for the 
child. 


A major premise underlying the development of educational services to children with handicaps is 
that comprehensive programs will most efficiently and effectively develop where there are mutual or 
joint efforts between school districts and cooperative units. Special Education Regional Consultants 
(SERC) located in educational districts of the state are a vehicle for such services by encouraging and 
assisting cooperative efforts between school districts. 


Administrative rules and technical support regarding the policies of the Department of Education 
relating to special instruction and services for handicapped children may be obtained through the 
Minnesota Department of Education, Division of Special and Compensatory Education, and the 
Special Education Regional Consultants. 


The School Dental Health Program 
All dental health programs should emphasize prevention and control of dental diseases through 


knowledge of their causes, use of approved preventive measures, and regular visits to the dentist 
followed by adequate care. 


* A child who has a serious hearing or vision loss, is speech impaired, is physically disabled, retarded, has behavioral 
problems, is classified under Minnesota Statutes as a handicapped child. (M.S. 120.03) 
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Dental health is known to affect the general health, the appearance, and the social adjustment of an 
individual throughout his lifetime. The control of dental disease, oral defects, and the establishment 
of good oral hygiene habits are best accomplished during childhood. 


Because of the prevalence of dental caries in children and youth, it has been a common practice to 
give almost exclusive attention to this disease when school dental health programs are planned. The 
destructive effect of tooth decay should not be minimized, but there are other dental defects and con- 
ditions, such as malocclusion and periodontal diseases that should be given their share of attention 
in program planning. 


The following objectives can guide the direction of the school dental health program: 
1. To encourage the appreciation of the importance of a healthy mouth. 
2. To encourage appreciation of the relationship of dental health to general health and appearance. 


3. To encourage the observance of dental health practices, including personal care, professional 
care, proper diet, and oral habits. 


4. To enlist the aid of all groups and agencies interested in the promotion of school health. 
5. To integrate dental health activities into the total school health program. 


6. To stimulate the development of resources for making dental care available to all children and 
youth. 


The value of education can be determined by the way the pupil applies the knowledge gained in ac- 
tual practice. The school can help by practicing its teachings, such as controlling the sale of 
cariogenic items; e.g., sweets, pop, etc., within the school building, conducting toothbrushing and 
flossing in the lower grades, and promoting programs for the proper use of fluorides as caries in- 
hibitors, either by ingestion of fluoridated water, or a supervised classroom program of fluoride 
mouthwashing. 


Dental surveys of school children by the local dentists provide data valuable in determining the dental 
needs and services rendered in a specific area. This may help guide the direction of the dental health 
program. 


Screening of children’s teeth by teachers is not recommended, since these persons do not possess 
the training or equipment necessary to detect any but the most obvious defects. It is uneconomical to 
do dental screening tests on school children just to identify dental disease, as it is anticipated that 90 
percent of those who have not had dental care during the preceding 12 months will be in need of such 
care. 


The dental health program should emphasize early and regular dental care, beginning at two and 
one-half (2 1/2) years. Each child needing dental work should be advised to have it done promptly, 
so that early defects can be taken care of and complications avoided. 


The Dental Health Card System 


The dental health card system advocated by the American Dental Association and sponsored by the 
Minnesota Dental Association and the Minnesota Department of Health is designed to encourage 
every school pupil to visit his dentist at least once a year. The card system can be used effectively in 
any school—public, parochial or private, urban or rural, large or small. 


The dental health cards are age-graded by color: yellow for preschool child, pink for the elementary 
pupil, and blue for the high school student. 


The dental cards are distributed to the students at school and returned to a teacher after dental ex- 
amination and treatment as indicated by the dentist’s signature. The returned dental cards should be 
kept on file by the teacher, school nurse, or school health coordinator. These cards serve as a basis 
for making out the annual dental health records for individual classrooms and schools. However, only 
the cards marked treatment completed should be reported. 


Those cards returned marked is in treatment should be followed up to encourage completion. 


The completion of treatment must be established before the child is counted in the Dental Health 
Card School Report, which is sent to the Department of Health at the ‘end of each. school year. 


Dental health cards, classroom report sheets and annual summary record sheets for grade school 
levels are provided at no cost to Minnesota schools on written request to the Department of Health. 


31 


School Health Guide 


Literature and films that may be used in teaching dental health can be obtained without cost from the 
Minnesota Department of Health. 


The Community Dental Health Program 


Unless parents are committed to dental health, the school dental health program will be ineffective. It 
is the parents who take children to the dentist and pay for necessary dental treatments. 


T.A.’s or local health councils can be utilized as a community-oriented vehicle to develop support for 
dental health programs. 


One of the concerns of the PTSA or health council may be the distribution of dental health informa- 
tion to adult groups, particularly parents, by means of literature, films, conferences, and talks, and by 
urging parents to obtain adequate dental care for their children. 


Children’s teeth need care even before the children enter school. To assure this, communities may 
consider a preschool dental health program. Such a program normally constitutes one of the con- 
cerns of the health council or PTSA, and should include all children who have not entered school 
(newborn to five or six years). Special cards, report forms and information for carrying on a preschool 
dental health program are also provided at no cost to local chairman on written request to the Depart- 
ment of Health. In addition, a community can support good preventive dental health in school 
children by understanding the value of fluoridation of the community water supply, a proven effective 
health measure to reduce tooth decay. 


The Minnesota Dental Association has appointed dental health advisory committees in each county 
of the state. These committees can help communities and schools develop dental health programs. 


Names of local chairmen of the committees are available from the association’s secretary at 2236 
Marshall Avenue, St. Paul, Minnesota 55104. 


Dental Emergencies 
Refer to section on emergency conditions. 


Curriculum Resources 


American Dental Association, 211 East Chicago Avenue, Chicago, Illinois 60611. 

Minnesota Dental Association, 2236 Marshall Avenue, St. Paul, Minnesota 55104. 
Minnesota Dairy Food and Nutrition Council, 2353 Rice Street, St. Paul, Minnesota 55113. 
Minnesota Department of Health, 717 Delaware Street, S.E., Minneapolis, Minnesota 55440. 


Mental Health Services 

In the local community, the school counselor, the social worker and the public health nurse are well- 
informed regarding resources for mental health services. Community resources for consultation in- 
clude: physicians, clergymen, the staff of community mental health centers, certified psychologists, 
and school social workers in the local school district. (Although there may not be a mental health cen- 
ter in the community, the county in which one lives is served by one. For current information, write to 
the Minnesota Department of Public Welfare.) 


Books, pamphlets, and other educational materials on mental health may be obtained from the local 
chapter of the Mental Health Association of Minnesota or the librarian in the school and public library. 
For example, the Minneapolis Public Library maintains a readers’ advisory service which prepares 
the bibliographies on various subjects. As a teaching aid, lists of books and supplementary materials 
on mental health areas may be compiled by the local school system. 


Consultant services and materials on mental health are provided by several state agencies. For infor- 
mation regarding these services, call or write the following: 


Minnesota Department of Education Minnesota Department of Public Welfare 
Pupil Personnel Services Mental Health Services 

550 Cedar Street Centennial Building 

St. Paul, MN 55104 658 Cedar Street 

(Phone: 612-296-4080) St. Paul, MN 55155 

Mental Health Association of MN (Phone: 612-296-2710) 

Room 100 ~ Minnesota Department of Public Welfare 
4510 West 77th Street Retardation Services 

Minneapolis, MN 55435 (same address as above) 


(Phone: 612-835-4282) (Phone: 296-2160) 
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PART V 
HEALTHFUL SCHOOL LIVING 


The American Association of Health, Physical Education and Recreation states that healthful school living is 
the “provision of a safe and healthful environment, the organization of a healthful school day, and the es- 
tablishment of interpersonal relationships favorable to emotional, social, and physical health.” This area of the 
school health program relates to the total school environment including the physical setting and the emotional 
and social factors. It requires that school buildings and facilities be safe and sanitary. Teacher-pupil and 
pupil-pupil relationships should foster good mental and emotional health attitudes and behavior. The 
teacher's health status, teaching techniques, and emotional attitudes set the climate in the classroom. The ex- 
ample contributes to sound learning. A wholesome and nutritious school lunch should be provided pupils who 
remain in the school during the lunch hour. The area of healthful school living should be closely related to the 
other two areas of the school health programs—school health services and health instruction. Ideally, the 
programs should be so closely interrelated that it would be impossible to separate the three parts. Therefore, 
the contributions of any one of the three aspects of the school health program strengthens the others 


PHYSICAL ENVIRONMENT 


The health of any individual is dependent to a great extent upon the environment. It is necessary then, since a 
child spends a great portion of the formative years in school, that he/she be protected by a safe environment. 
The environmental factors that influence health are food sanitation, water supply, method of dispensing drink- 
ing water, plumbing, handwashing facilities, toilet facilities, illumination, heating, and ventilation. Failure to 
provide these facilities adequately and satisfactorily may be detrimental to the well-being of the child. 


There is, however, another significant reason that the school should provide healthful surroundings. A child 
learns by repetition and example, and in order that he/she may learn proper health habits and observe 
correct sanitary practices, he/she should be exposed to them in school. This training is important and affects 
well-being throughout lifetime. 


The Minnesota Department of Health and Minnesota Department of Education have adopted standards per- 
taining to school sanitation. These should be adhered to in order to provide a healthful environment for the 
child and for teachers and other school personnel. 


Submission of Plans 


Plans for new buildings, additions, or alterations must be submitted to the state departments of health and 
education for review and approval before construction is begun. Two copies of complete plans and specifica- 
tions must be submitted to the department of education, and two copies of the mechanical plans and 
specifications of water and sewage disposal must be submitted to the department of health. Detailed plans 
and specifications covering the food and beverage service equipment layout must be submitted for new foud 
service operations. The plans should be complete and sufficiently detailed so that the review will indicate 
whether there is compliance with all standards. If the plans are satisfactory, they will be approved and the 
school board will be so advised. 


Water Supply 


An adequate and safe water supply is of prime importance for every school. The best source is a safe 
municipal supply, and connection should be made with such a supply if it is available. (M.S. 144.12) 


In the absence of a municipal supply, it is necessary to develop a separate source for the school. The services 
of the department of health should then be utilized in order that a satisfactory site may be selected. The 
department maintains eight district offices, and a public health engineer or public health sanitarian is 
assigned to each and is available for consultation and assistance to the school board. A periodic review of the 
total school environment is advisable, and the services of the sanitarian or public health engineer may be re- 
quested. The safety of a water supply is dependent upon the location, construction, and operation of the sup- 
ply. The district sanitation personnel can be of considerable aid in planning and review. 


Those schools not on a municipal water supply ‘should dotistder providing the Preventive dental health 
benefits of fluoridation by an alternate method such as supervised weekly fluoride mouth rinses or the in- 
stallation of a school fluoridation unit. Technical assistance is available from the Department of Health. 
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Dispensing of Drinking Water 


The method of dispensing drinking water is important and should receive proper consideration. Where water 
under pressure is available, it is customary to use drinking fountains. There are, however, both satisfactory 
and unsatisfactory fountains, and care should be exercised to select a fountain that complies with adopted 
standards. An acceptable fountain is one that meets the following requirements: 


@ The nozzle or opening through which the water is ejected is situated above the rim of the bowl. 
@ The nozzle is protected by a mouth guard. 
@ The water is ejected at an angle. 


The number of fountains available should be based on the ratio of one unit for every 90 pupils, and at least one 
fountain should be located on each floor. A fountain, separate from the work sink, should be provided in the 
kindergarten room. There should be one or more drinking fountains in the school lunchroom, shops, and 
locker-dressing rooms. 


In schools where a pressure system is not available, the water should be dispensed by means of paper cups. 
The reservoir or containers in which the water is stored should be of proper construction, equipped with a 
suitable cover, and maintained in a sanitary and satisfactory condition. Proper care should be exercised in the 
transportation of the water from the source to the dispensing container and in the storage and maintenance of 
the transporting container. 


Hand-washing Facilities 


Children should be taught the significance of hand cleanliness and should learn to wash their hands before 
eating or serving food and after visits to the toilet. 


In order to encourage this habit, it is essential to provide adequate and convenient lavatory facilities. At least 
one lavatory (wash bowl) should be available for every 60 pupils in the elementary school and for every 90 
pupils in the secondary school. Both hot and cold water dispensed through a mixing tap—or, better still, tem- 
pered water—should be made available. The temperature of hot water supplied to lavatories should be con- 
trolled so that it will not exceed 120 degrees Fahrenheit or 35° Centigrade. Spring closing faucets should not 
be used in lavatories. Liquid or powdered soap and paper towels should be provided. 


In elementary schools, consideration should be given to the installation of one or more handwashing fountains 
or lavatories in one or two alcoves off the corridor. One alcove and one 36-inch round fountain for each 200 
children is considered adequate. 


Toilet Rooms 


Not less than one toilet room for boys and one toilet room for girls should be located on each classroom floor, 
with the sufficient number of fixtures on each floor to take care of the pupil capacity. Kindergarten rooms 
should be provided with separate toilet facilities. It is desirable that individual room toilets be provided for the 
first grade classrooms. At least one toilet bowl should be provided for every 90 boys and one urinal for every 
30 boys. At least one toilet bowl should be provided for every 30 girls. (See Guide for Educational Planning of 
Public School Buildings and Sites in Minnesota.) 


Toilet rooms should be maintained in a clean condition. The responsibility should be shared by the school ad- 
ministrator and the teacher. Better results will be obtained if persons other than the custodian display an in- 
terest in the condition and appearance of these rooms. Ventilation shall be in accordance with the State 
Building Code. 


Plumbing 


Every school building should be free of plumbing hazards. The existence of such unsatisfactory conditions is 
difficult to detect and requires the attention of trained personnel. Constant vigilance is necessary where un- 
safe conditions are found, in order to protect the water system and the health of those using the facilities. 
Avoidance of the hazards of new installations and in alterations to existing plumbing is made possible by 
review of the plans by the health department before construction. 


Heating, Lighting, and Ventilation 


Standards pertaining to heating, lighting and ventilation are available mainly from the department of educa- 
tion. These should be observed in order to provide proper environment in the school room. Proper tem- 
perature, correct lighting, and satisfactory ventilation help assure the health protection for students and staff. 


Ventilation 


Ventilation requirements shall be in accordance with the American Society of Heating, Refrigeration, and Air 
Conditioning Engineers, Inc., (ASHRAE) Standards. 
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The minimum standards for natural and mechanical ventilation as enforced by State Building Code Officials 
are ASHRAE Standards 62-73. Portions of these standards are as follows: 


Classrooms - 10 CFM per person of which 3.3. CFM is fresh air. 
Gymnasiums - 20 CFM per person of which 6.7 CFM is fresh air. 
Auditoriums - 5 CFM per person of which 1.7 CFM is fresh air. 

Shops - 10 CFM per person of which 3.3 CFM is fresh air. 

Locker-Shower Rooms - 30 CFM per person of which 10 CFM is fresh air. 


Swimming Pools 


The operation of a swimming pool is an important and complicated procedure. It is essential that the techni- 
cian responsible for the pool’s care be thoroughly versed in its operation. Treatment and disinfection of the 
water and operation of the pool must be under proper surveillance at all times in order to safeguard the health 
of those who use the facility. Information regarding construction, maintenance, and operation of swimming 
pools may be found in Minnesota Regulation MHD 115, Public Swimming Pools. Copies of the regulation are 
available from the Documents Section, Department of Administration, Room 140 Centennial Office Building, 
St. Paul, Minnesota 55155. 


Sewage Disposal 


The most satisfactory method for the disposal of sewage is by means of a municipal system, and whenever 
possible connection should be made with such a system. If no municipal system is available, an independent 
sewage disposal system must be designed and constructed in accordance with the requirements of the state 
department of health and pollution control agency. 


Safety and Comfort of Buildings 


School buildings should be of fire-resistive construction. All school employees and students should be con- 
stantly alert to eliminate fire and other safety hazards. Doors shall swing in the direction of exit travel. All doors 
used for general exit purposes which are to be locked shall be provided with panic hardware. Halls and 
stairways should be well lighted, free of obstructions, and sufficiently wide for safe passage. Periodic inspec- 
tions should be made by representatives of the State Fire Marshall’s Office to determine whether there is com- 
pliance with the State code and other safety standards. 


General purpose classrooms should be well-lighted, free of glare, and provided with adequate means of con- 
trolling natural lighting. Classroom illumination for reading pencil writing should approach 70 foot candles, 
but should not exceed 70 foot candles for energy conservation. Every effort should be made to protect the 
eyes from glare and excessive brightness. Illumination levels for specific areas in the school shall be deter- 
mined by the activity in accordance with the State Energy Code. 


Walls and ceilings should preferably be finished in a light color and with a dull (not glossy) finish. Chalk boards 
should also have a dull finish. 


Temperature of classrooms should be maintained at 68 degrees Fahrenheit with relative humidity between 40 
and 60 percent. Ventilation should be 30 CFM per pupil, with no greater than 5 CFM outside air. Teachers 
should be aware that younger people are at their maximum attentiveness in the classroom when temperature 
is maintained two or three degrees lower than most adults consider suitable for their personal comfort. They 
should, therefore, dress warmer than pupils for maximum teaching and learning achievement. Teachers and 
pupils should cooperate in maintaining adequate ventilation without drafts in classrooms, gymnasiums, and 
auditoriums. 


Classroom furniture should be adjustable to meet the height needs of individual pupils. Teachers should see 
that proper adjustments are made for right-handed and left-handed pupils. Preferential seating should be 
provided for pupils who have sight or hearing difficulties. Adequate space should be provided for airing and 
drying of outdoor clothing including football gear and gym clothes. 


PLAYGROUND SAFETY 


Playgrounds adjacent to thoroughfares or near hazardous areas should be fenced and should provide ample 
space for games and sports. They should be kept free of ail litter and rubbish. Trash cans should be provided 
and their proper use encouraged. Student moniters;maybe-appointed onelected to:help maintain playground 
safety. Consideration should be given to the use of sponge or other rubber-type pads for use under 

layground apparatus. At least one adult who has first aid preparation should always be on duty as 
Everuna supervisor when the playground is in use. 
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Playground equipment should be selected and placed in accordance with desirable safety practices. A 
special area should be designated for the equipment, and the equipment should be selected in accordance 
with physical education recommendations. 


ACCIDENT PREVENTION 


When a pupil enters the school environment, certain inherent hazards can be assumed since a certain amount 
of risk is present in virtually every kind and level of human activity. Accidents are the leading cause of death 
for youth age 5 to 24. Because the school represents a limited area containing a large population, accidents 
are likely to occur. 


The school should maintain a safe school environment, by providing optimum control for the safe passage of 
students to and from school, and by maintaining a comprehensive program of safety education. The school 
should be concerned with accidents of all types. The prevention of accidents runs the gamut of grade levels 
and subject matter areas of the educational program. Each accident should be investigated and analyzed to 
determine if the accident was preventable, and to recommend environmental changes. 


All schools concerned with interscholastic athletics should recommend the wearing of properly fitted, in- 
dividually fabricated mouth protectors by members of school football teams and those engaged in other 
body-contact athletic activities during practice sessions and games. 


Before a school can develop a good safety program, it is essential to know where, how, and to whom acci- 
dents occur. All accident prevention work must be based upon facts. The only way to obtain adequate facts 
upon which to develop a program is to maintain accident records and reports that will reveal all facets of the 
accident problem. It is necessary to know what unsafe acts and conditions are contributing to school deaths 
and injuries in order to know what preventive measures are necessary. Therefore, it becomes an ad- 
ministrative responsibility to establish a system of uniform accident records and reports that will provide the 
necessary data to develop an effective safety program for both students and employees, and a sound instruc- 
tional program in safety education which meets the needs of students. 


Additional information relative to the initiation, expansion and/or improvement of a school safety education 
program can be obtained by contacting the Supervisor of Health, Physical Education, Recreation and Safety, 
Minnesota Department of Education, 550 Cedar, St. Paul, MN., 55101. 


SCHOOL CLIMATE 


The importance of the “school climate” has become increasingly important in recent years as the attention of 
educators has broadened to include more psychological aspects which influence the intellectual learning of 
students. Teachers have always been somewhat aware of the psychological influences upon learning such as 
a healthy classroom atmosphere, positive attitudes toward learning, etc., but recent research has disclosed a 
wider number of topics in the area of social climate than has previously been studied. In general, a positive 
social climate in the classroom tends to enhance students’ self-esteem and their academic performance. On 
the other hand, an environment of hostility and competitiveness tends to produce anxiety and alienation in 
students which in turn discourages intellectual growth. 


In examining this aspect of the school more closely, research has revealed a wide variety of dynamics bet- 
ween teacher and student which impinge upon the learning process. The leadership style of the teacher, for 
example, has considerable impact on the kind of learning climate in the classroom. Teachers who are more 
student-centered in their teaching tend to be effective in terms of student academic achievement, self- 
concept, few discipline problems and more problem-solving than teachers with lower level facilitative 
teaching. The achievement of students is also related to the expectations teachers hold for them. Teachers 
who are accepting of students’ ideas tend to promote higher achievement than teachers who are highly 
Critical. 


This relationship is further illustrated in the study of student-teacher interaction patterns which reveal that in- 
direct teaching (asking more questions, clarifying and using student ideas and giving praise) is related to stu- 
dent motivation, lack of anxiety, fair rewards and punishment and independence in learning. 


Closely related to school climate is the importance of teacher sensitivity to the various stages of development 
that exist within a single class and his/her ability to adjust the curriculum to match the students developmen- 
tally, especially cognitive development. It has been demonstrated that curriculum can be adjusted to match 
students developmentally in a variety of areas. 


Teachers, to be effective in both affective and cognitive domains, must be sensitive to the many sources of in- 
fluence which are within his/her realm to control. Teacher effectiveness therefore depends upon his/her com- 
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petence in understanding and managing the student-teacher interaction in the classroom, peer acceptance, 
student-centered teaching, and developmental education. 


CHILD ABUSE AND NEGLECT 


Child abuse is a growing concern in schools because of the requirement for schools to report ‘‘suspected”’ 
child abuse and sexual abuse. The law also allows for voluntary reporting of neglect. It is recommended that 
all school personnel have in-service training in child abuse and neglect. 


Local guidelines for each school district should be developed so as to insure coordination within each school 
in order to clarify the various school personnel roles — nurse, teacher, social worker, counselor, ad- 
ministrator,etc. — and to insure coordination between the schools and the responsible community agencies— 
child protective services, police, etc. 


As a preventive measure some schools are beginning to develop parenting courses. 


SCHOOL CHEMICAL USE POLICY AND PROCEDURES 
DEVELOPMENT GUIDELINES 


I. ADMINISTRATIVE COORDINATION OF EFFORTS 


A. Identification of person(s) responsible for assessing, planning, implementing, evaluating 
program efforts, recognizing the complexities of chemical use problems and varying expertise of 
individuals. 


1. Organization of an advisory group or task force composed of community leaders, ad- 
ministrators, teachers, parents, students, professional support staff, maintenance and ser- 
vice personnel. 


2. Identification of building resource person(s) 


a. Crisis intervention team 

b. Staff resource person with professional training and appropriate experience with 
chemical use problems 

c. Primary prevention resource person. 


B. Systematically assess needs of school community for prevention, intervention and aftercare 
support. 


1. Assessment of the needs of the educational community 


a. Examine existing policies, procedures, problems 

b. Utilize current relevant research data 

c. Recognize salient minorities within the educational community 

d. Recognize and define the role of schools in the minimization of chemical use problems. 


2. Assessment of the community resources available to the school 


a. Establish cooperative relationship with existing public helping agencies—city-county- 
state-federal 

b. Establish cooperative relationship with local law enforcement agencies 

c. Identify private human service organizations. 


C. Provide support for staff and students entering treatment. 
1. Provision of academic credit for students. 


2. Provision of use of sick leave or leave of absence without effecting tenure or academic status 
for staff. 


D. Ongoing evaluation process to promote appropriate programming and insure flexibility of 
procedures. 


E. Dissemination of school cornmunity Ddliky BAY Biedadures Ua interested Persons. 
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PART VI 
HEALTH INSTRUCTION 


One of the major objectives of modern education is to help develop the optimum health of the pre-school and 
school-age child. Health instruction, as one of the three interrelated parts of the total school health program, 
provides opportunities to aid students in developing a sound body, positive self-concept, appropriate 
behavior, and the ability to adjust socially so that they may realize their full potentialities and receive the 
greatest benefits from their school experience. 


Experience over the years has proved that although some learning may be derived from integrated and 
correlated health teaching, direct health instruction is necessary to accomplish the main objectives stated 
above. However, integrated health instruction should supplement direct health instruction. 


Among the major responsibilities of the school administrator that are basic to the total school health program 
is planning and developing a comprehensive health education curriculum. The Joint Committee of the 
National School Boards Association and the American Association of School Administrators recognized the 
importance of this area of instruction in stating: 


“The Committee is unanimous in its firm belief that the only effective way in which the school can fulfill its 
responsibility for meeting the health needs of youth is through a comprehensive program of health educa- 
tion in grades K through 12. Such a program establishes the organizational framework for meeting the 
health needs, interests, and problems of the school-age group as well as preparing them for their role as 
future parents and citizens. 


Including sex and family life education with the other categorical health topics in one sound, interrelated, 
and sequential program not only saves time in an already-crowded curriculum, but assures that all topics 
will be part of a long-range program and will receive more complete and detailed consideration at the ap- 
propriate level of the student’s development. 


Such a comprehensive approach should be supported by groups interested in a single health area because 
it assures an orderly and progressive consideration of the separate topics in the context of total health and, 
hence, offers more effective student exposure through the grades. It avoids “Band Wagon” approaches, 
crash programs, and piecemeal efforts focused on one or a few topics that happen to be enjoying pop- 
ularity or extensive press coverage at a particular titme—an approach which on the basis of past experience 
has proved to be largely ineffective. 


Health is a unified concept. It must be approached with consideration of the total human being and the 
complexity of forces that affect health behavior. It is concerned with the health attitudes and behavior of the 
individual, his family, and the community. It is concerned with knowledge, attitudes, and practices—that is, 
health behavior in its totality. This cannot be achieved with a piecemeal approach. 

The committee recommends a coordinated attack on all health problems with a comprehensive health 
education program extending from K through 12 and encompassing the total scope of such a program. 


Such a program places a responsibility on local school boards and administrators, state departments of 
education, and teacher training institutions, to provide qualified teachers, adequate time for instruction, 
authoritative and up-to-date materials, and supervisory assistance for health education commensurate 
with other curriculum offerings.’ 


Health instruction to be truly effective must be organized so that there is continuity of learning experiences, 
standards of achievement, and a graded progression of content and activities throughout the primary, inter- 
mediate, junior and senior high school grades. 


The above suggestions will help in the development of a comprehensive health education curriculum, but 
such procedures must have the support and leadership of the administrator. For further information on health 
education, school personnel should refer to the Administrative Manual for Minnesota Public Schools and 
Curriculum Bulletin No. 50. 


SCHOOL HEALTH EDUCATION REQUIREMENTS 
AND RECOMMENDATIONS 


Health education is required by action of the stats Législature and ‘by action of the State Board of Education. 

The State Department of Education has also developed recommendations for the implementation of a more 

effective instructional program. 

1 Joint Committee of the National School Boards Association and the American Association of School Administrators, “Health 
Education Sex/Family Life Education,” January, 1968. 
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State Legislature Requirements 


The following laws require instruction for public school students and for education majors in colleges and 
universities: 

126.02 Physical and Health Education. Subdivision 1. Instruction required in public schools. There shall be es- 
tablished and provided in all of the public schools of this state, physical and health education, training and in- 
struction of people of both sexes. Every pupil attending any such school, insofar as he or she is physically fit 
and able to do so, shall participate in the physical training program. Suitable modified courses shall be 
provided for pupils physically or mentally unable or unfit to take the courses which start for normal pupils. No 
pupils shall be required to undergo a physical or medical examination or treatment if the parent or legal guar- 
dian of the person or pupil shall in writing notify the teacher or principal or other persons in charge of such 
pupil that he objects to such physical or medical examination or treatment; provided that secondary school 
pupils in junior and senior years need not take a course unless required by the local school board. 


Subdivision 2. Training of Teachers. All colleges, schools, and other educational institutions giving teacher 
training, shall provide courses in physical and health education, training, and instruction, and every pupil at- 
tending any college, school, or educational institution in preparation for teaching service, shall take such 
courses. 


126.03 Instruction in Morals. Instruction shall be given in all public schools in morals, in physiology and 
hygiene, and the effects of narcotics and stimulants. 


126.05 Teacher Training, Effects of Drugs and Alcohol. All educational institutions providing teacher educa- 
tion shall offer a program in the personal use and misuse of dependency on tobacco, alcohol, drug use and 
other chemicals, and every student attending such institutions in preparation for teacher service shall be re- 
quired to take and to satisfactorily complete such a program. Every student who graduates after June, 1974, 
shall complete such a course. 


State Board of Education Requirements 


A. Drug Education. Edu 4(f) (INSTRUCTION IN DRUG ABUSE) Instruction in the use and misuse of 
drugs, alcohol, tobacco, and other chemicals shall be required of every school pupil. The state 
department is authorized and directed to prepare instructional resources beginning at the elemen- 
tary level relating to the use and misuse of drugs, alcohol, tobacco, and other chemicals. Such in- 
structional resources shall be made available to all schools of the state. Schools shall either imple- 
ment this curriculum or demonstrate that they have provided an alternative curriculum or one which 
will accomplish similar objectives. This section shall take effect July 1, 1974. 


Health Education 


B. Time Allotment for Health Education: 
1. A minimum of 60 minutes per week are required per grade, grades 1-6. 


2. A minimum of 60 clock hours are required for junior high school students, grades 7-9. 
3. A minimum of 90 clock hours are required for middle school students, grades 6-8, or 6-9; 120 
hours, grades 5-8 or 5-9. 


4. A minimum of 60 clock hours are required for senior high school students, grades 10-12. 
C. Scheduling 


Ed4. Curriculum. The educational program shall be such as to provide a program of general education for all 
pupils and suitable special education for exceptional children—handicapped, gifted, and talented; it shall 
meet the needs and interest of all pupils and the needs of the community served. 


Except as provided in this rule, no school shall provide any course on the basis of sex. This includes health, 
physical education, home economics, and industrial education. Separation by sex is acceptable for the pur- 
pose of locker or dressing room use, facility supervision and presentation of topics in health having to deal 
with human reproduction. 


D. Credit 

One-half credit is required for graduation for senior high school students. 

Ee Textbooks 

Health education textbooks are required per grade, grades 1-6. @ 
ee Licensing 
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1. Elementary school teachers are licensed for teaching health education, grades K-6. 


2. A secondary school health education teacher shall have completed a school health education 
minor program of preparation of 18 semester credits, or 27 quarter credits, to teach up to half 
time of health education. 

(Note: After seven years from graduation, effective September 1, 1973, a teacher shall have completed a 
school health education major program of preparation of 42 semester credits, or 63 quarter credits, to teach 
health education.) 

3. A secondary school health education teacher shall have completed a school health education 
major program of preparation of 42 semester credits or 63 quarter credits to teach more than 
half-time. 

4. A health coordinator or director is required for each school District. A health education major 
with a master’s degree is required. 

G. EDU 140 A. Health Director. A member of each school faculty, with approved preparation, shall be 
designated as health director, who, under the administrative officer of the school, shall organize and 
coordinate the school health program. 


State Department of 
Education Recommendations 


I. Elementary 
A. Grades 1-3 — The 60 minutes per week, per grade requirement, can be an integrated program. 


B. Grades 4-6 — Specific time blocks equivalent to an average of 60 minutes per week, per grade; a 
regular weekly scheduling of three 20 minute, or two 30 minute periods, should be planned for 
each grade. 


ll. Secondary 


A. The total of 90 clock hours of direct health education should be scheduled for each grade, 7, 9, 
and 11, on a basis of five periods per week. 


B. Classroom driver education can be taught by health education teachers but cannot be sub- 
stituted for direct health education. 


WINO*I4 STATE UNIVERSITY-CURRICULUM LABORATOR) 
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LAWS AND REGULATIONS 


NOTE: Complete laws are available from the Minnesota Department of Administration, Documents Section, 
Centennial Building, St. Paul, MN 55155. 


I. Laws 


A: 


ND On fF W 


Chapter 3, Sec. 3.9271 Early Childhood and Family Education Program expands minimum num- 
ber of early childhood and family education pilot programs funded through the Council on 
Quality Education from 10 to 22. 


. Chapter 15, Sec. 15.162 Collection, Security, and Dissemination of Records. (Confidential data 


on individuals) 


. Chapter 120, Sec. 120.03 Handicapped Children Defined. 

. Chapter 120, Sec. 120.17 Handicapped Children. 

. Chapter 121, Sec. 121.34 Advisory Board on Handicapped, Gifted, and Exceptional Children. 
. Chapter 124, Sec. 124.32 Handicapped Children. 

. Chapter 123, Sec. 123.69 SCHOOL EMPLOYEES, TUBERCULOSIS. Subdivision 1. Annual tests. 


The employees of all school districts, as defined in section 120.02, and the employees of all 
private or parochial schools, day care centers and nursery schools shall, prior to employment 
and annually thereafter, show freedom from tuberculosis in accordance with rules and regula- 
tions promulgated by the state board of health. The school district, private or parochial school, 
day care center or nursery school, shall assume the payment of the cost of the services 
necessary for the diagnosis and report but the obligation shall be limited to the actual examina- 
tion and diagnosis and shall not include travel or incidental expenses. The physical examina- 
tions, chest x-rays or tuberculin tests shall not be required of any employee who files with the 
school board, or with the person or persons legally responsible for the private or parochial 
school, day care center or nursery school, an affidavit setting forth that he depends exclusively 
upon prayer or spiritual means for healing, that he is to the best of his knowledge and belief in 
good health, and that he claims exemption from health examination on those grounds. 


Subd. 2. Employees showing tuberculosis. If the examination prescribed by rule and regulation 
of the state board of health shows evidence of active tuberculosis and the employee is certified 
by the employee’s physician to be infectious and to be a danger to the public health, it shall be 
the duty of the school board or the person or persons legally responsible for the private or 
parochial school, day care center or nursery school, immediately to exclude the person from his 
employment during the period of infectiousness; provided, however, that an exclusion from em- 
ployment shall not restrict the rights acquired by teachers pursuant to sections 125.07 and 
AZ5.t2: 


NOTE: See also section 144.45. 


. Chapter 123, Sec. 123.70 HEALTH STANDARDS; NEWLY ENROLLED STUDENTS. Subdivision 


1. Prior to initial enrollment in any school in this state every child shall submit to the principal or 
other person having general control and supervision of the school, one of the following state- 
ments: (1) a statement from a physician or a public clinic which provides immunizations stating 
that the child has received immunization against red measles, German measles or rubella, 
diphtheria, tetanus, pertussis, polio, and mumps; or (2) a statement from a physician or a public 
clinic which provides immunizations stating that the child has received immunizations against 
red measles, German measles or rubella, and mumps and that the child has begun a schedule of 
immunizations for diphtheria, tetanus and pertussis, or polio; or (3) a statement signed by a 
physician stating that the physical condition of the child is such that immunization would serious- 
ly endanger the life or health of the child; or (4) a notarized statement signed by the child’s parent 
or guardian stating that the child has not been immunized as prescribed in clause (1) or (2) 
because of conscientiously held beliefs of the parent or guardian. This statement shall also be 
forwarded to the commissioner of the department of health. 


Subd. 2. No child who has commenced a treatment schedule of immutization pursuant to sub- 
division 1, clause (2), may remain in any school in this state after ten months of enrollment unless 
there is submitted to the principal, or other person having general control and supervision of the 
school, a statement from a physician or a public clinic which. provides immunizations that the 
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child has completed the schedule of immunizations for diphtheria, tetanus, pertussis, and polio. 


Subd. 3. The phrase “any school” means any public, private or parochial elementary school, day 
care center or nursery school. 


Subd. 4. The immunizations required by this section should be completed prior to the second 
birthday of the child. 


Subd. 5. If the commissioner of health finds that an immunization required pursuant to section 
123.70 is not necessary to protect the public’s health, he may suspend for one year the require- 
ment that the child receive that immunization prior to enrolling in school. 


Sec. 2. (Effective Date.) This act is effective the day following final enactment. 


9. Chapter 123, Sec. 123.931 EDUCATIONAL AIDS FOR CHILDREN ATTENDING NON-PUBLIC 
SCHOOLS. Declaration of Policy: It is the intent of the legislature to provide for distribution of 
educational aids such as textbooks, standardized tests, and pupil support services so that every 
school pupil in the state will share equitably in education benefits and, therefore, further assure 
all Minnesota pupils and their parents freedom of choice in education. 

Sec. 6, Subd. 1d. “Pupil support services” means guidance and counseling services and health 
services. 


Sec. 13, Subd. 11. “Health services” means physician, dental, nursing, or optometric services 
provided to pupils in the field of physical or mental health; provided the term does not include 
direct educational instruction, services which are required pursuant to section 120.17, or ser- 
vices which are eligible to receive special education aid pursuant to section 124.32. 


Sec. 123.935. Provision of Pupil Support Services. Subdivision 1. The state board of education 
shall promulgate rules under the provision of Chapter 15 requiring each school district or other 
intermediary service area: (a) to provide each year upon formal request by a specific date by, or 
on behalf of a nonpublic school pupil enrolled in a nonpublic school located in that district or 
area, the same specific health services as are provided for public school pupils by the district 
where the nonpublic school is located. € 


Subd. 2. Health services may be provided to nonpublic school pupils pursuant to this section at a 
public school, a neutral site, the nonpublic school or any other suitable location. The district 
board or intermediary service area governing board shall make the final decision on the location 
of the provision of these services. 


Subd. 3. Guidance and counseling services. . . 


Subd. 4. Each school year the Commissioner shall allot to the school districts or other inter- 
mediary service areas for the provision of health services pursuant to this section the actual cost 
of the services provided for the pupils in each respective nonpublic school for that school year, 
but not to exceed the average expenditure per public school pupil for these services by those 
Minnesota public elementary and secondary schools which provide health services to public 
school pupils, multiplied by the number of pupils in that particular nonpublic school who request 
these health services and who are enrolled as of September 15 of the current school year. 


Subd. 5. Guidance and counseling services. . . 


Subd. 6. For purposes of computing maximum allotments for each school year pursuant to this 
section, the average public school expenditure per pupil for health services and the average 
public school expenditure per secondary pupil for guidance and counseling services shall be 
computed and established by the department of education by March 1 of the preceding school 
year from most recent public school year data then available. 


10. Chapter 126, Sec. 126.02 PHYSICAL AND HEALTH EDUCATION 


11. Chapter 126, Sec. 126.15 SCHOOL SAFETY PATROLS 

12. Chapter 126, Sec. 126.20 EYE PROTECTIVE DEVICES. Subdivision 1. Every person shall wear 
industrial quality eye protective devices when participating in, observing or performing any func- 
tion in connection with, any courses or activities taking place in eye protection areas, as defined 
in subdivision 3, of any school, college, university or other educational institution in the state. 


Subd. 2. Any student failing to comply with such requirements may be temporarily suspended 
from participation in said course and the registration of a student for such course may be can- € 
celled for willful, flagrant, or repeated failure to observe the above requirements. 
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Subd. 3. Eye protection areas shall include, but not be limited to, vocational or industrial art 
shops, science or other school laboratories, or school or institutional facilities in which activities 
are taking place and materials are being used involving: 


(a) Hot molten metals; 

(b) Milling, sawing, turning, shaping, cutting, grinding or stamping of any solid materials; 

(c) Heat treatment, tempering or kiln firing of any metal or other materials; 

(d) Gas or electric arc welding; 

(e) Repair or servicing of any vehicle or mechanical equipment; 

(f) Any other activity or operation involving work in any area that is potentially hazardous to the 
eye. 


Subd. 4. The governing body of a public educational institution referred to in subdivision 1 may 
purchase such devices in large quantities for the use of pupils, teachers and visitors. 


Subd. 5. Any person desiring protective-corrective lenses instead of the protective devices sup- 
plied by the educational institution shall, at his own expense, procure and equip himself with in- 
dustrial quality eye protective devices. 


Subd. 6. “Industrial quality eye protective devices,” as used in this section, shall mean devices 
meeting the standards of the American Standard Safety Code for Head, Eye, and Respiratory 
Protection, currently identified as ASA Z2.1-1969. 


Chapter 144, Sec. 144.12 WATER SUPPLY. The commissioner of health may control by regula- 
tions or other appropriate means. . .construction and equipment in respect to sanitary conditions 
of schools, hospitals, etc. This includes plans for and inspection of new construction of water and 
plumbing systems. Individual schools must submit well plans if not on municipal water supply. 
Code 17, the well code, is binding on any school. 


Chapter 144, Sec. 144.29 HEALTH RECORDS; CHILDREN OF SCHOOL AGE. It shall be the duty 
of every school nurse, school physician, school attendance officer, superintendent of schools, 
principal, teacher, and of the persons charged with the duty of compiling and keeping the school 
census records, to cause a permanent public health record to be kept for each child of school 
age. Such record shall be kept in such form that it may be transferred with the.child to any school 
which the child shall attend within the state and transferred to the board when the child ceases to 
attend school. It shall contain a record of such health matters as shall be prescribed by the 
board, and of all mental and physical defects and handicaps which might permanently cripple or 
handicap the child. Nothing in sections 144.29 to 144.32 shall be construed to require any child 
whose parent or guardian objects in writing thereto to undergo a physical or medical examina- 
tion or treatment. A copy shall be forwarded to the proper department of any state to which the 
child shall remove. | 


Chapter 144 CONSENT OF MINORS FOR HEALTH SERVICES. An Act relating to health; enabl- 
ing certain minors to give effective consent for medical, mental, dental, and other health services 
for himself or his children. 


144.341 LIVING APART FROM PARENTS AND MANAGING FINANCIAL AFFAIRS, CONSENT 
FOR SELF. Notwithstanding any other provision of law, any minor who is living separate and 
apart from his parents or legal guardian, whether with or without the consent of a parent or guar- 
dian and regardless of the duration of such separate residence, and who is managing his own 
financial affairs, regardless of the source or extent of his income, may give effective consent to 
medical, dental, mental and other health services for himself, and the consent of no other person 
is required. 


144.342 MARRIAGE OR GIVING BIRTH, CONSENT FOR HEALTH SERVICE FOR SELF OR 
CHILD. Any minor who has been married or has borne a child may give effective consent to 
medical, mental, dental and other health services for his or her child, and for himself or herself, 
and the consent of no other person is required. 


144.343 PREGNANCY, VENEREAL DISEASE AND ALCOHOL OR DRUG ABUSE. Any minor may 
give effective consent for medical, mental anwyather health vices to determine the presence 


of, or to treat pregnancy and conditions associated therewi hi, VOBner eal! i$base,)alcaholnand, 


other drug abuse, and the consent of no other person is required. 
144.344 EMERGENCY TREATMENT. Medical, dental, mental and other health services may be 


rendered to minors of any age without the consent |6fabarentior eqebower tam when, inthe 
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professional’s judgment, the risk to the minor's life or health is of such a nature that treatment 
should be given without delay and the requirement of consent would result in delay or denial 
treatment. 


144.345 REPRESENTATIONS TO PERSONS RENDERING SERVICE. The consent of a minor who 
represents that he may give effective consent for the purpose of receiving medical, dental, men- 
tal or other health services, but who may not in fact do so, shall be deemed effective without the 
consent of the minor’s parent or legal guardian, if the person rendering the service relied in good 
faith upon the representations of the minor. 


144.346 INFORMATION TO PARENTS. The professional may inform the parent or legal guardian 
of the minor patient of any treatment given or needed where, in the judgment of the professional, 
failure to inform the parent or guardian would seriously jeopardize the health of the minor 
patient. 


144.347 FINANCIAL RESPONSIBILITY. A minor so consenting for such health services shall 
thereby assume financial responsibility for the cost of said services. 


Chapter 144.45 No teacher, pupil or employee about a school building who is afflicted with tuber- 
culosis shall remain in or about such building unless he has a certificate issued by the local 
board of health stating that he does not endanger the health of other persons by his presence in 
such building. 


Chapter 145.085 THROAT CULTURES OF SCHOOL CHILDREN AND FAMILY, NURSES 
QUALIFIED. Subdivision 1. A school nurse or, if a school does not have a nurse, a public health 
nurse assigned to the school or a nurse with whom the school district has contracted to provide 
health care services, may take throat cultures of school children for the purpose of detecting 
streptococcus infection. If the student has a positive culture, the entire family may also have 
cultures taken by the aforementioned person. A nominal charge may be made by the school 
board to cover the cost of materials and laboratory fees. 


Chapter 145, Sec. 145.911-922. COMMUNITY HEALTH SERVICES ACT. The Community Health 
Services Act of 1976 provides for the development and maintenance of an integrated community 
preventive health services delivery system and authorizes a State subsidy to counties meeting 
the statutory requirements of the Act. Participation is optional. The law is designed to assist local 
government to develop locally planned and administered services with the assistance of state 
guidelines and standards. 


Chapter 145, Sec. 145.46 DENTAL HEALTH EDUCATION PROGRAM. Subdivision 1. Develop- 
ment of program. The board of health shall assist school and community personnel, including 
dental professionals, to develop a comprehensive preventive oral health program in the elemen- 
tary school community. 


Subd. 2. Objectives. The program shall be operated so as to achieve the following: 


(a) Decreasing oral disease through an instruction program of oral health education for 
teachers; 

(b) Improving oral health knowledge, attitudes, and behavior of both the student and the wider 
school community, including educators, administrators, and parents; and 

(c) Planning a sequential oral health education curriculum emphasizing behavior modification 
for the total health education program of a school system. 


Subd. 3. Duties of board of health. 


(a) Technical assistance teams; inservice training of educators. The board of health shail es- 
tablish technical assistance teams of dental hygienists, consulting dentists, and consulting 
health educators. The initial program will place one team in four state health regions and 
reflecting rural, suburban, and urban communities. The teams shall provide inservice 
education to teachers in the district on methods and techniques of dental behavior change. 


(b) Guidelines for implementation in schools. The board of health shall provide guidelines to 
selected schools for the implementation of their programs to train classroom teachers to be 
dental health educators. The teachers shall participate in oral health education, analysis, 
and recording of data. 


(c) Standards; evaluation. The board of health shall establish standards for program perfor- 
mance. These standards, together with accepted dental indices, shall be used by the 
technical assistance teams to evaluate school programs of oral health knowledge and 
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behavior modification on test and control groups. 


(d) Consultation to dental personnel. The board of health shall provide information and 
assistance to dental personnel on methods and techniques of oral health behavior 
improvement. 


Chapter 148, Registered Nurses, Sec. 148.171 Definitions. 
(1) The term “Board” shall mean Minnesota board of nursing. 


(2) The term “Registered nurse,” abbreviated R.N., shall mean a natural person licensed by the 
Minnesota board of nursing to practice professional nursing. 


(3) The practice of professional nursing means the performance for compensation or personal 
profit of the professional interpersonal service of: (a) providing a nursing assessment of the 
actual or potential health needs of individuals, families, or communities, (b) providing nurs- 
ing care supportive to or restorative of life by functions such as skilled ministration of nurs- 
ing care, supervising and teaching nursing personnel, health teaching and counseling, case 
finding and referral to other health resources; and (c) evaluating these actions. 

The practice of professional nursing includes both independent nursing functions and delegated 

medical functions which may be performed in collaboration with other health team members, or 

may be delegated by the professional nurse to other nursing personnel. Independent nursing 
functions may also be performed autonomously. The practice of professional nursing requires 
that level of special education, knowledge, and skill ordinarily expected of an individual who has 
completed an approved professional nursing education program as described in section 
148.211, subdivision 1. 


Sec. 148.271 ALLOWABLE UNLICENSED PRACTICES. The provisions of sections 148.171 to 
148.285 shall not prohibit: 


(1) The furnishing of nursing assistance in an emergency. 


(5) The performance of any act in the nursing care of the sick by a nurse’s aide under the direc- 
tion of a registered nurse. 


Chapter 169, Sec. 169.44 School Buses; Stop Signals; Conduct of other Vehicles 


Chapter 211, Minnesota Clean Indoor Act prohibits smoking in public places and at public 
meetings, except in designated smoking areas. 


Chapter 340, Sec. 340.731, Consumption of alcoholic beverages by persons under the age of 19 
years prohibited. 


Chapter 437 PRESCHOOL HEALTH SCREENING 


123.701 Purpose. The legislature finds that early detection of children’s health and developmen- 
tal problems can reduce their later need for costly care, minimize their physical and educational 
handicaps, and aid in their rehabilitation. The purpose of sections 123.701 to 123.705 is to assist 
parents and communities in improving the health of Minnesota children and in planning 
educational and health programs. 


123.702 School board responsibilities. Every school board shall provide for a voluntary health 
and developmental screening program for children once before entering kindergarten; provided, 
this section shall not be construed to require school boards to screen children who enter kin- 
dergarten during fiscal year 1978. This screening program shall be established either by one 
board, by two or more boards acting in cooperation, by educational cooperative service units, by 
early childhood and family education programs, or by other existing programs. No school board 
may make this screening examination a mandatory prerequisite to enroll a student. In fiscal 
years 1978 and 1979 the screening programs shall include at least the following components to 
the extent the school board determines they are financially feasible: developmental assess- 
ments, hearing and vision screening, dental assessments, and the review of health history and 
immunization status. In fiscal year 1979 the screening programs shall include at least the follow- 
ing additional components to the extent the school board determines they are financially feasi- 
ble: laboratory tests and nutritional and p | assessments. All screening components shall 
be consistent with the standards of the state board" Of dehy $B8 aaruanccpeciedia,sereaning 
programs. No child shall be required to submit to any component of this screening program to 
be eligible for any other component. 
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follow-up and referral process is available, in accordance with procedures established pursuant 
to section 123.703, subdivision 1. 


Subd. 3. The school board shall actively encourage participation in the screening program. 


Subd. 4. Every school board shall contract with or purchase service from an approved early and 
periodic screening program in the area wherever possible. 


Subd. 5. Every school board shall integrate and utilize volunteer screening programs in im- 
plementing sections 123.702 to 123.704. 


Subd. 6. A school board may contract with health care providers to operate the screening 
programs and shall consult with local societies of health care providers. 


123.703 State board of education and state board of health; responsibilities. Subdivision 1. 
School boards shall administer the screening programs pursuant to rules adopted by the state 
board of education. In order to implement the programs for the 1977-1978 school year, the state 
board shall, no later than August 15, 1977, adopt emergency rules in accordance with section 
15.0412, subdivision 5. Prior to the adoption of the rules and emergency rules, the state board 
shall solicit information or opinions pursuant to section 15.0412, subdivision 6. The notice of 
proposed rule-making shall be published in the state register no later than August 1, 1977, and 
copies of the proposed rules and emergency rules shall be sent to the state board of health and 
each school board in the state on or before the date of publication. The state board of education 
shall consider the standards employed by the state board of health for early and periodic screen- 
ing programs in drafting the proposed rules. 


Subd. 2. The state board of education, in cooperation with the state board of health and health 
service providers, shall provide technical assistance, including training, and general information 
and consultation services to school boards. 


Subd. 3. The state board of education, in cooperation with the state board of health, shall report 
to the legislature by February 1, 1979, on the results of the screening programs in accomplishing 
the purposes specified in section 123.701. 


123.704 Data use. Data on individuals collected in screening programs established pursuant to 
section 123.702 is private, as defined by section 15.162, subdivision 5a. Individual and summary 
data shall be reported to the school district by the health provider who performs the screening 
services, for the purposes of developing appropriate educational programs to meet the in- 
dividual needs of children and designing appropriate health education programs for the district; 
provided, no data on an individual shall be disclosed to the district without the consent of that in- 
dividual’s parent or guardian. 


123.705 State aid. The department of education shall pay each school district for the cost of 
screening services provided pursuant to sections 123.701 to 123.705. The payment shall not ex- 
ceed $13 per child screened in fiscal year 1978 and $23 per child screened in fiscal year 1979. 
Any district may request and receive an advance payment equal to 50 percent of its estimated 
payment for screening eligible children. 


1978 Amendment 


25. 


The rules adopted by the state board of education and the commissioner of health to govern the 
preschool screening program shall unconditionally permit registered nurses to perform those 
components of the screening program that can be performed by a nurse. 


In selecting personnel to implement the preschool screening program, school districts shall give 
priority first to volunteers and second to persons possessing the minimum qualifications re- 
quired by the rules adopted by the state board of education and the commissioner of health. 


No preschool screening program shall provide laboratory tests, a health history or a physical 
exam to any child who has been provided with those laboratory tests or a health history or 
physical examination within the previous 12 months. The school district shall request the results 
of any laboratory test, health history or physical examination within the 12 months preceding a 
scheduled preschool screening clinic. 


Chapter 604, Sec. 604.05 GOOD SAMARITAN LAW. No person, who in good faith and in all the 
exercise of reasonable care at the scene of an emergency, is liable for any civil damages as a 
result of acts or omissions by such person in rendering the emergency care. 


For the purposes of this section, the scene of an emergency shall be those areas not within the 
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Afx 


confines of a hospital or other institution which has hospital facilities, or an office of a person 
licensed to practice one or more of the healing arts pursuant to chapter 147, 148, 150A, or 153. 


Chapter 609, Sec. 609.685 Sale or other transfer of tobacco to persons under 18 prohibited; use 
in any form by persons under 18 prohibited. 


Chapter 626, Section 626.556. Reporting of Maltreatment of Minors. Subdivision 1. Public Policy. 
The Legislature hereby declares that the public policy of this state is to protect children whose 
health or welfare may be jeopardized through physical abuse, neglect or sexual abuse; to 
strengthen the family and make the home safe for children through improvement of parental and 
guardian capacity for responsible child care; and to provide a safe temporary or permanent 
home environment for physically or sexually abused children. 


In addition, it is the policy of this state to require the reporting of suspected neglect, physical or 
sexual abuse of children; to provide for voluntary reporting of abuse or neglect of children; to re- 
quire the investigation of such reports; and to provide protective and counseling services in ap- 
propriate cases. Subd. 2. Definitions. As used in this section, the following terms have the mean- 
ings given them unless the specific content indicates otherwise: 


(a) “Sexual abuse” means the subjection by the child’s parents, guardian, or person responsi- 
ble for the child’s care, to any act which constitutes a violation of sections 609.342, 609.343, 
609.344, 609.295, or 609.345. Sexual abuse also includes any act which involves a minor 
which constitutes a violation of section 609.32. 


(b) “Neglect” means failure by a parent, guardian or other person responsible for a child’s care 
to supply a child with necessary food, clothing, shelter or medical care when reasonably able 
to do so. Nothing in this section shall be construed to mean that a child is neglected solely 
because the child’s parent, guardian, or other person responsible for his care, in good faith 
selects and depends upon spiritual means or prayer for treatment or care of disease or 
medical care of the child. 


(c) “Physical abuse” means: 


(i) Any physical injury inflicted by a parent, guardian, or other person responsible for the 
child’s care on a child other than by accidental means; or 

(ii) Any physical injury that cannot reasonably be explained by the history of injuries 
provided by the parent, guardian, or other person responsible for the child’s care. 


(d) “Report” means any report received by the local welfare agency, police department or 
county sheriff pursuant to this section. 


Subd. 3. Persons mandated to report. A professional or his delegate who is engaged in the prac- 
tice of healing arts, social services, hospital administration, psychological or psychiatric treat- 
ment, child care, education, or law enforcement, who has knowledge of or reasonable cause to 
believe a child is being neglected or physically or sexually abused shall immediately report the 
information to the local welfare agency, police department or the county sheriff. The police 
department or county sheriff, upon receiving the report, shall immediately notify the local welfare 
agency. The local welfare agency, upon receiving a report, shall immediately notify the local 
police department or the county sheriff. Nothing in this subdivision shall be construed to require 
more than one report from any institution, facility, school or agency. 


Any person not required to report under the provisions of this subdivision may voluntarily report 
to the local welfare agency, police department or county sheriff, if he has knowledge of or 
reasonable cause to believe a child is being neglected or subjected to physical or sexual abuse. 
The police department or the county sheriff, upon receiving a report, shall immediately notify the 
local welfare agency. 


Subd. 4. Immunity from liability. Any person, including those voluntarily making reports under 
subdivision 3, participating in good faith and exercising due care in the making of a report pur- 
suant to this section shall have immunity from any liability, civil, or criminal, that otherwise might 
result by reason of his action. 


Subd. 5. Falsified reports WINONA STATE UNyye 
Subd. 6. Failure to report. 

Subd. 7. Report. 

Subd. 8. Evidence not privileged. 
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Subd. 9. Mandatory reporting to a medical examiner or coroner. 


Subd. 10. Duties of local welfare agency upon receipt of report. 


Subd. 11. Records. 


Il. Minnesota Board of Education Rules 


1. Edu 140A Health Director. A member of each school faculty, with approved preparation, shall 
be designated as health director, who, under the administrative officer of the school, 
shall organize and coordinate the school health program. 


-2. Edu 220 Requires a school bus driver's examination of all persons operating vehicles in 
transportation of children to and from school. 


3. Edu 222 Physical examination of school bus drivers 


— Submit to a physical examination 


— Present physician’s statement of physical fitness with application to Department of Public 


Safety 


— Prescribes certificate to be used by physician for reporting physical condition of applicant 
— Take and pass physical examination each year in order to retain bus driver endorsement 


ee ee Oe 


Edu 242 Transportation of Handicapped Students 
Edu 243 Pupil Transportation Safety Education Program 
Edu 560 Civil Defense Disaster Plan 


Edu 561 Civil Defense Education. Provide civil defense education for grades K-12 based on 


“Guidelines for Civil Defense Education in Minnesota Public Schools.” 
Hl. Minnesota Department of Health Regulations 


1. 7 MCAR 1.120-135 PLUMBING CODE 


2. 7 MCAR 1.136-150 WATER SUPPLY (includes fluoridation and swimming pools) 


3. 7 MCAR 1.161-170 REQUIREMENTS FOR FOOD & BEVERAGE ESTABLISHMENTS (includes 
public buildings and parochial schools) 


4. 7 MCAR 1.195-200 CAMPS (Includes children’s camps). 


5. 7 MCAR 1.210-230 LICENSING OF WATER WELL CONTRACTOR, WATER WELL CONSTRUC- 
TION CODE QUALITY & RESOURCES 


6. 7 MCAR 1.316 REPORTABLE DISEASES 


(a) Physician to Report. When called to a case, suspected case, or death from any of the follow- 
ing diseases, the attending physician, within 24 hours, shall provide the local health officer 
with the information outlined in the form in paragraph (b) below. In areas where there is no 
local health officer, the information shall be reported directly to the Division of Personal 
Health Services, Minnesota Department of Health. Diseases preceded by an asterisk shall 
also be reported immediately to the Minnesota Department of Health either by the local 
health officer or by the attending physician. 


Amebic Dysentery 

*Anthrax 

*Botulism 

Brucellosis (Undulant Fever) 

Chickenpox (only patients over 
16 years of age) 

*Cholera 

*Diptheria 

Encephalitis (all types) 

Food Poisoning, or Foodborne Illness 

Hepatitis — A (formerly 
Infectious Hepatitis) 

Hepatitis — B (formerly Serum 
Hepatitis) 

Lead Poisoning 


Mumps 

*Ophthalmia Neonatorum 

*Plague 

*Poliomyelitis 

*Psittacosis 

*Rabies (animal and human 
cases and exposed persons) 

Rheumatic Fever 

Rubella and Congenital Rubella Syndrome 

*Rocky Mountain Spotted Fever 

Salmonellosis (including Typhoid) 

Shigellosis (Bacillary Dysentery) 

*Smallpox 

*Tetanus 

*Trichinosis 


School Health Guide 


*Leprosy 


Leptospirosis 


Malaria 


Measles (Rubeola) 
Meningitis (all infectious types) 


Tuberculosis 

Tularemia 

*Typhus Fever 

Whooping Cough (Pertussis) 
Yellow Fever 


Meningococcemis 


. 7 MCAR 1.321 


(Note: Some of the above changes represent rearrangements in order, such as Typhoid 
Fever.) 


(b) Disease Report Form. Reports that are required in (a) above to notify health officials of cer- 
tain diseases shall contain as much of the following information as is known: 


(c) Unusual Case Incidence. Any unusual pattern of cases or increased incidence of any illness 
beyond the expected number of cases in a given period, which may indicate an outbreak, 
epidemic, or related public health problem associated with one or more reportable diseases 
in (a) above, shall be reported by telephone by the attending physician as soon as possible 
to the local health officer or to the Division of Personal Health Services, Minnesota Depart- 
ment of Health. 


(d) No Physician. When no physician is in attendance, it shall be the duty of the head of the 
household, or other person in charge of any institution, school, hotel, boarding house, camp, 
dairy farm, or pasteurization plant, or any other person having knowledge of any individual 
believed to have or suspected of having any disease, presumably communicable, to report 
immediately the name and address of any such person to the local health officer or, if there 
is no local health officer, to the Division of Personal Health Services, Minnesota Department 
of Health. 


(e) Reports to State. Within 24 hours of receipt of such information or other knowledge of a 
case, the local health officer shall forward same to the Minnesota Department of Health, Divi- 
sion of Personal Health Services, 717 Delaware Street S.E., Minneapolis, Minnesota, 55440, 
after transcribing essential information for permanent local record. 


SPECIAL PRECAUTIONS DURING EPIDEMIC 


During an epidemic of communicable disease, the meeting, assembling or gathering together of 
persons in the health district, or part thereof, where such epidemic prevails, or the com- 
municating of persons living therein with others, when such assembling or communicating is 
done in such a way as to endanger the public health and facilitate the spread of the epidemic, is 
hereby prohibited. 


The Commissioner of Health sha// whenever an epidemic or communicable disease exists in any 
part of the State, notify the local health officer as to what meetings, assemblings or gatherings of 
persons and what forms of communication between them will be prohibited, and thereupon such 
local health officer shall cause to be conspicuously posted in the territory a notice as follows: 


“Notice of Epidemic. An epidemic of communicable disease existing in the territory included 
within and the executive officer of the Minnesota State Board of Health having 
notified me that the following meetings, assemblages or gatherings of persons therein, and the 
following forms of communication between people living therein and others are prohibited by the 
regulations of the Minnesota State Board of Health, to-wit: 


Notice is hereby given that the meeting, assembling or gathering of persons or communicating 
between them as aforesaid is unlawful, and offenders will be prosecuted. 

Dated: 

Local Health Officer.” 


8. 7 MCAR 1.322 REPORTING OF SICK SCHOOL CHILDREN 


995 


(a) The person in charge of a school shall exclude fron? school all children who 1) return to 
school after an illness of unknown cause, 2) appear to be in ill health, and 3) have lice or 
other vermin. The parents of such ohitdren shalt ibe motified, ofthe season for exclusion and 
such cases shil be referred to the family physician, the school physician or the health officer. 
Children shall not be readmitted until they obtain a certificate from the health officer or his 
authorized agent. 
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(b) Each school physician or local health officer shall make a medical examination of all pupils 
referred to him under 7 MCAR 1.322 and such other examinations of pupils, teachers, and 
janitors, and of school buildings, as, in his opinion, the protection of public health, the ef- 
ficiency of the school, or the welfare of the individual may require, and shall make a written 
report and appropriate recommendations to the school officials and the local health officer. 


(c) Permits to Reattend School. A person having a communicable disease (see list under 7 
MCAR 1.316) or any other transmissible affection (tonsillitis, mumps, conjunctivitis, impetigo 
contagiosa, itch, ringworm, etc.) or a parasitic infection (lice or other vermin), or any person 
residing in a house in which any such disease exists, or has recently existed, shall be ex- 
cluded from attending any public, private, or parochial school, church or Sunday school, or 
any public or private gathering whatsoever, until the health officer of the sanitary district con- 
cerned shall have given his permission for such attendance. 


(d) No parent, master or guardian of achild or minor, having the power and authority to prevent, 
shall permit any such child or minor to attempt to attend school in violation of the provisions 
of 7 MCAR 1.322. 


(e) Closure of Private Schools. No private boarding school or institutional school of any type 
where all or part of the pupils are housed within the institution shall be closed because of the 
presence of a communicable disease without prior notice to the State Board of Health by 
telephone or telegraph. No child, teacher, or employee of said school or institution shall 
leave the sanitary district in which the school is located without permission of the local health 
officer of the State Board of Health. 


Following are the proposed regulations to implement M.S. 1971, Section 123.69 as amended by 
the 1974 Legislature; an Act relating to Public Health; requiring employees of school districts, 
private or parochial schools, day care centers, and nursery schools to show freedom from 
tuberculosis. 


. 7 MCAR 1.327 ANNUAL TUBERCULIN TESTING FOR EMPLOYEES OF SCHOOL DISTRICTS, 


PRIVATE OR PAROCHIAL SCHOOLS, DAY CARE CENTERS, AND NURSERY 
SCHOOLS 


Unless an employee has previously shown a positive reaction to a standard intradermal tuber- 
culin test as certified by a physician, the employees of all school districts and the employees of all 
private or parochial schools, day care centers, and nursery schools shall be required to have a 
standard intradermal tuberculin test to show freedom from tuberculosis within one year prior to 
employment, and annually thereafter. If the tuberculin test is negative, the employee shall be 
considered free from tuberculosis. The State Board of Health may require more Teauee testing 
if employees are exposed to a known active tuberculosis case or cases. 


7 MCAR 1.328 ANNUAL EXAMINATIONS OF ALL EMPLOYEES SHOWING POSITIVE 
REACTIONS 


All employees showing positive reaction to the standard intradermal tuberculin test shall have 
such additional examinations as are necessary to enable their physician to certify their freedom 
from tuberculosis. These examinations may include any or all of the following considerations: 
History; physical examination; chest x-ray; additional skin test, laboratory examinations in- 
cluding smear and culture. Minimum requirement shall be a report by a roentgenologist of a 
satisfactory negative 14 x 17 inch chest x-ray taken within 60 days of employment and annually 
thereafter for duration of employment. 


IV. Federal Laws 


ie 
2. 
3. 


P.L. 94-142 Education of the Handicapped Student 
P.L. 93-380 and P.L. 93-588 Privacy Rights of Parents and Students 


Social Security Act USC 42 Title XIX Section 1901-1910 - Early Periodic Screening, Diagnosis 
and Treatment. 
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HISTORY AND PHYSICAL EXAMINATION FORM 


PARENT OR GUARDIAN: PLEASE COMPLETE THIS SECTION PRIOR TO SEEING PHYSICIAN 


Student’s‘\Name (Last) = = a ee ee (St) en itiall) Birthdate 


Parent/Guardian 


Grade Age. Date ocho mcnown) 


Current History 
Please CHECK (V) if you have noticed 
any of these problems recently— 


Frequent sore throat 


Please CHECK (Vv) if your 
child has ever had — 


Lal i 
Dieviness Ney os | [Sova as 
Pr Paar 
[Abdominal pain |__| Bowel problems |_| 
va ra 
daa os 
~ - 


Surger 
(Speci 


) 
(Specify) 


For Kindergarten age and 


[Physicalhandicap |_| Asthma 
Trouble sleeping |__| Other 
Hard of hearing |__| (SPecif¥) 
Tites easily sunaeMnuae /F0 8 
[Shortness of breath | 
ee 
Strep throat 

(Ser more cases a year) |_| 


Asthma 


Esl 
(2 
a 
ea 
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Heart Disease | p 
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At what AGE did your child 


Walk Alone 


Ez 
Ea 
[Talk Words | 
ee) 
Ee 
Ei 


PARENT'S SIGNATURE 


Talk Sentences 
Bladder Train 


Examination 
Indicate Normal (N) or Abnormal (Ab) 
If Abnormal include comments below) 


N/Ab N/Ab 
( [Lins 
[Jabdomen 
as | Genito urinary aS 
| sonhepedic = fect en |a 
fz] EE 
em Et 
Es Eta 
fe FF] 


Measurements 
Give Exact Value 


Blood Pressure mas 
a 


Tests 


Indicate Normal (N) 
Abnormal (Ab) 

If Abnormal include comments 

below N/Ab 


Hemoglobin/ 
Hematocrit 
(Specify) 


There is a condition that may result in an emergency situation. 


Vision: R20/ L20/ 
w/glasses Yes No 


Hearing. 
w/hearing aid Yes 


No 


Yes 


No 


If yes, specify 


Ongoing Therapies and Medications — 
Specify Type and Dose 


PROBLEMS AS INDICATED ABOVE 


PLANS AND/OR RECOMMENDATIONS FOR SCHOOL 


HEALTH CLASSIFICATION FOR SCHOOL PROGRAM 
Is in excellent health and able to participate in the entire school program. 
2. There is a condition which may limit participation. (Circle any or all that apply) 


Classroom Activities Physical Education Competitive Sports (State reason and recommendations above). 
Is the above classification temporary? (Circle One) YES NO _ If YES, state time 


— 


Physician's Signative—_ 5 2 a, as a ee ee = Date of Examinatlonaae a Phone 


Physician’s Name a : Address 
(Please Print or Type) 


r 4 
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COUNT ALL PREVIOUS DTP/Td DOSES, REGARDLESS OF HOW FAR BACK THEY GO, THEN REFER TO THE 
APPROPRIATE ‘PAST HISTORY” SECTION FOUND BELOW. GIVE FURTHER DTP/Td IMMUNIZATIONS IF 
INDICATED. DO THE SAME WITH TOPV. 


SPACING OF IMMUNIZATIONS IF NOT STARTED IN INFANCY 


FOR CHILDREN AGES 1 THROUGH 6 


PRIORITY SHOULD BE GIVEN TO THE ADMINISTRATION OF MMR. It can be given simultaneously with other 
vaccines or, if not, no sooner than one month after the administration of another live virus vaccine. MMR should not be 
given sooner than 15 months of age. 


PAST HISTORY: 


NUMBER OF DOSES} First _—| 


DTP, avi 
None 


SUGGESTED SCHEDULE OF DTP AND TOPV IMMUNIZATIONS 
____ Second Fourth 


DINE. Toles 
No sooner 


DTP: No sooner 
than 2 years 


DTP: 2 months DTP: 12 months 


than 2 months after 2nd after 3rd dose after 4th dose, 
after 1st dose 1) (2) or at school 
dose(s) (1) TORN) 6212 TOPV: No entrance 
One months after sooner than (3) 
2nd dose 24 months 
after 3rd 


(3) 


dose 


@ An interval of 2 months should be 2 Optimum spacing between 3rd and 4th (3) Optimum time to give 5th DTP or 4th 
observed between TOPV doses; if only a dose is 12 months but this can be TOPV is just prior to school entrance. 
DTP dose is needed, the interval may be shortened to 6 months for children who 
shortened to 1 month. have fallen behind. 


FOR CHILDREN AGES 7 AND ABOVE 
PRIORITY SHOULD BE GIVEN TO THE ADMINISTRATION OF MMR. It can be given simultaneously with other 
vaccines or, if not, no sooner than one month after the administration of another live virus vaccine. Rubella vaccine should 


not be given to women of child-bearing age, unless upon the advice of a physician. 


Routine polio immunization is NOT recommended for persons age 18 and older. 


SUGGESTED SCHEDULE OF Td AND TOPV IMMUNIZATIONS 
Second Third Fourth Booster 


d= TOPV: ids TOPV: de Td booster 
Td, TOPV No sooner No sooner Refer to every 10 
4) than 2 months than 6 footnote years 
after 1st dose months @) 
A after 2nd 


dose 


Four (or more) 


{ MS Vy m Cm WR 
1) An interval of 2 months should be- 2> (8) ahs “asda dot §  (b) ak Sr dole ig ot EPrtG was given after 
maintained between TOPV doses; if Td is given befor he rh ae ¥ . the sixth Pepa! srefer: to “‘Booster”’ 
needed but TOPV is not, the interval may sooner’ hans nt tie, ae ne =: »Seetion, a ae dee 
be shortened to one month. dose. aA oe a St G ae, @ ee GF 
wR ee 2G Ye 4M gegsce F 
bab hae Gs | GP bbe 8 
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UNIVERSITY OF ILLINOIS-URBANA 
RECOMMENDED IMMUNIZATION SCHEDULI CURR-613MNED1979 


co01 
SCHOOL HEALTH GUIDE FOR USE IN MINNESOTA 
PRIMARY IMMUNIZATION SCHEDULE FOR NORMAL INFANTS AND CHILD 


Ser ~ IQ IMM 


Approximate Age 


2 months 


DTP. Ory 
6 months af f : - DTP 
15 months MEASLES, MUMPS, RUBELLA 


18 months 
4-6 years (before or at school entrance) 
14-16 years (or 10 years after above) 


DTP TORY 
DilPatORM 
Td — thereafter every 10 years 


ABBREVIATIONS: 


DTP -— Diphtheria & Tetanus Toxoid combined with Pertussis Vaccine 
Td — Tetanus & Diphtheria Toxoid (Adult pee 
TOPV — Trivalent Oral Polio Vaccine 


SPECIAL NOTES: 


1. If the recommended dose of DTP or TOPV is missed at 18 months, the booster dose recommended at 
school entrance is adequate protection for pre-school children. 


2. If the primary series of either DTP or TOPV is interrupted for more than the scheduled period of time, it is 
not necessary to restart either series (see reverse side). 


3. Always observe the minimal interval between doses. A 2 month interval is recommended for TOPV, but if 
only DTP (Td) is needed, the interval may be shortened to 1 month (see reverse side). 


4. Td is the toxoid recommended for persons 7 years of age and older. DTP is recommended for persons up 
to 7 years of age. 


5. It is generally recommended that live virus vaccines be given at least 1 month apart, however, more than 
one live virus vaccine may be given simultaneously if given at separate sites of injection. Therefore, measles, 
mumps, rubella, and polio can all be administered at the same time if the need is present. 


6. Children who 1) were given inactivated measles virus vaccine, 2) were immunized with measles vaccine 
prior to 12 months of age, or 3) received live virus measles vaccine within 3 months of a killed virus 
measles vaccine should receive live, further attenuated measles virus vaccine as soon as possible. 


7. Report all uncommon vaccine reactions and suspect cases of immunizable diseases to the local health 
agency or directly to the Minnesota Department of Health, Immunization Unit, 717 S.E. Delaware Street, 
Minneapolis, Minnesota 55440, phone 612/296-5237. 


IF THE ABOVE SCHEDULE IS NOT ADHERED TO 
SEE REVERSE SIDE 


Approved by Distributed by Date : 
Minnesota Medical Society Minnesota Department of February, 1978 
Health 


( 


